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ABSTRACT 
 
A number of research studies have highlighted the importance of using 
empirically supported treatment (evidence-based practices (EBPs)) as the most effective 
means to reduce addiction. Even though significant federal funding has been committed 
to support implementation of EBPs in community-based treatment organizations (CBOs) 
(Glasner-Edwards & Rawson, 2010; NIDA, 2006; IOM, 2003) systematic study of the 
policy-components of EBP implementation is limited to date.  This study examined 
whether the federal-funder-specific activities (measured as: recommending specific EBPs 
rather than promoting CBO selection of EBPs, activities associated with specific funding 
mechanisms, and providing training through ATTCs) were associated with staff 
perception of level of barriers to implementing federally-funded EBPs.  Data sources 
included interviews with 510 clinical staff from CBOs nationwide who received 
SAMHSA funding (2003–2008) to implement EBPs.  Bivariate analysis and regression 
modeling methods examined the relationship between federal-funder specific activities  
	v 
and three dependent variables: level of barriers experienced when implementing the EBP, 
level of modifications made to the EBP that was implemented, and a series of questions 
regarding attitudes about the usefulness of EBPs.   In the regression models, the study 
controlled for staff, geographic and treatment unit characteristics. It also controlled for 
variables related to organizational capacity.  Findings include:  1. whether or not federal-
funders promoted the use of a specific EBP or whether the organization self-selected the 
EBP to implement was not significantly associated with the level of barriers experienced, 
the modifications made to the EBP or the attitudes about EBPs. 2. Staff receiving funding 
from different federal funding mechanisms was associated with reporting different levels 
of barriers, modifications and attitudes toward EBP implementation.  3. Finally, having 
received ATTC training was not significantly associated with having more positive 
attitudes about specific EBPs or the level of modifications or barriers to EBP 
implementation.   
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Overview of Dissertation 
 
One critical issue in the field of addiction treatment has been the implementation 
of empirically-based treatment methods, also called ‘evidence-based practices’ (EBPs).  
Over the last 10 years, these efforts have been primarily funded through the federal 
government by SAMHSA (The Substance Abuse and Mental Health Services 
Administration).  This dissertation is part of a national initiative to study implementation 
of EBPs.   In particular, this dissertation focuses on the implementation components of 
EBPs in community-based addiction treatment organizations (CBOs) and seeks to 
advance the implementation science related to this important shift in addiction treatment.    
Chapter One of this dissertation will describe the significance of this study and 
the three key research questions.  Following this section, the logic model and literature 
review give the background on the history of EBPs, associated funding and 
organizational issues.  This includes a discussion of the role of government in funding 
EBPs.  Research to-date is described as well as gaps in the current literature.  Chapter 
Two will discuss the main conceptual framework (Thompson’s two-dimensional policy 
implementation framework) and the alternative framework, Greener & Simpson’s theory 
of organizational change.  Chapter Three will lay out the methodology of the study, 
including data collection, variables, analysis and limitations.  Chapter Four begins the 
results section, addressing each of the three specific research questions, beginning with 
the role of open vs. recommended EBPs, the role of the funding mechanism, and finally 
the role of ATTC training and technical assistance.  Following these chapters, the 
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dissertation will address the implications of the study (Chapter 5), including conclusions 
that will highlight multiple unexpected findings and next steps needed in research 
development regarding the implementation of EBPs in CBOs and the role of federal-
funders. 
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Chapter 1: Study Significance 
 
 Over the past two decades, the United States government has funded EBPs with the 
goal of increasing science-based addiction treatments.  This transition to science-based 
approaches represents a dramatic shift in thinking regarding the importance of empirical 
treatment models.  Disparate funding approaches have been utilized by the federal 
government to meet this important objective, and different iterations of policy changes 
have shifted the role of government from strictly a funding source to an implementation 
overseer.  These funding models include:  funding states through block grants (which are 
the largest source of public funding for treatment organizations and spearhead the efforts 
to improve quality of care in addiction treatment) (Ducharme & Abraham, 2008; Mark, 
Levit, Vandivort-Warren, Coffey, Buck, et al., 2007), funding treatment themselves 
(federally-funded), and combined approaches (federal plus state initiatives).  All are 
attached to rules and restrictions unique to each Request for Application (RFA), the 
document that summarizes the funding requirements and opportunity.  These funding 
approaches have allowed the government to focus on different types of interventions 
and/or populations (e.g. prevention, treatment, diverse populations).  As these funding 
approaches have been fine-tuned over the last 20 years, the United States government has 
tried different requirements and levels of flexibility, for example: directives on the 
particular EBPs funded, reporting requirements associated with receiving federal/state 
money and training options required in conjunction with federal/state funding.  In 
addition, these funding mechanisms have specified their different RFA program 
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requirements, as described in further detail in the Influence of National Policy section 
below.   
 Although there has been a significant amount of research on staff and 
organizational level factors affecting the implementation of EBPs, little research has been 
conducted on whether and how federal-funder activities and requirements are associated 
with barriers to implementation of evidence based practices in the addiction treatment 
field. 
This dissertation will explore the following research questions:   
1. Is a federal-funder recommendation that funded CBOs implement a specific 
EBP versus the agency self-selection of an EBP associated with CBO staff:   
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
3) Attitudes about EBPs (nine questions)? 
2. Is the number of funder regulations, measured as funded by different 
SAMHSA funding mechanisms, associated with CBO staff:  
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
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3) Attitudes about EBPs (nine questions)? 
3. Is the use of a federal government technical assistance program (ATTC) 
associated with CBO staff:  
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
3) Attitudes about EBPs (nine questions)? 
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Background/Literature Review 	
Influence of National Policy 	
Beginning around 1998, led by political initiatives at the federal level, the 
addiction field became more firmly grounded in “bridging the gap between research and 
practice” by identifying, studying and implementing practices that were research-based 
(Institute of Medicine, 2006).  By adopting practices found to be successful through the 
rigors of scientific inquiry, treatment outcomes could improve, practices would be more 
consistent, health service providers would be more accountable to funders, cost-
effectiveness could be tackled and the overall quality of treatment could improve 
(Glasner-Edwards & Rawson, 2010).  The drive toward these goals (as well as the notion 
that rewarding positive behavior is more effective than punishing negative actions) 
(NIDA, 2006) led to a reallocation of federal funding dollars to support evidence-based 
addiction research and treatment.   These funding dollars were issued through a variety of 
means: state funding, federal funding or a combination of the two.  CBOs seeking 
funding for their organizations were mandated to embrace the evidence-based model to 
secure funding essential for keeping their doors open, yet states continued to be evidence-
based practice (EBP) laggards with fragmented approaches to EBP adoption (Rieckmann, 
Kovas, Fussell, & Stettler, 2009) and disjointed policy tied to state political leadership 
(Young, Farrell, Henderson, & Taxman, 2009).   Questions persist regarding this change 
in focus from prior methods of intervention to EBP techniques, especially given the 
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historical context of staffing (i.e., limited number of staff with advanced educational 
degrees) and self-help models prevalent in addiction treatment.  In addition, there is 
evidence that medical “evidence-based” treatment methods and those used in CBOs are 
particularly disparate (Miller, Sorensen, Selzer, & Brigham, 2006). 
The major providers of funding to addiction-focused CBOs include SAMHSA, 
National Institute on Drug Abuse (NIDA), National Institute on Alcohol Abuse and 
Alcoholism (NIAAA), and The Centers for Disease Control and Prevention (CDCP).  
After a long period of denial of drug abuse treatment by hospitals and practitioners (since 
addiction was not considered a ‘medical’ issue), drug treatment began to be supported by 
science in the mid-1970’s (NIDA, 2006).  This shift to science facilitated the link 
between addiction treatment and approaches such as evidence-based practice, leading to 
changes in the funding approach to treatment.   Over time, the traditional treatment model 
shifted from one that fed off of the public’s stigmatizing view of addictions as a personal 
moral weakness to a medical model that treated the medical condition but was not a 
holistic approach to addressing addiction.  After this, the science of addiction took greater 
precedence and led with a more bio-psycho-social approach to addiction (Wallace, 1989).  
This approach acknowledged the science of addiction and led to the publication in 1998 
of a seminal report from the Institute of Medicine (IOM).  This shift paved the way for 
the transition to understanding alcohol and drug problems on a continuum from 
hazardous and high risk use, to abuse to dependence (DSM IV) and emphasized that, due 
to the highly addictive nature of many mind-altering drugs, most people were susceptible 
to addiction if they engaged frequently and for long periods of time in high-quantity use.   
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By the 1990’s, a significant number of studies had identified addiction as a  
chronic disease of the brain (Egertson, Fox, & Leshner, 1997; Leshner, 1997; Leshner, 
1999; A. T. McLellan, Lewis, O'Brien, & Kleber, 2000) with disease pathologies similar 
to heart disease or other chronic illnesses (NIDA, 2007).  Risk factors such as 
biology/genes and environmental factors began to be considered as part of the path to 
addiction (Institute of Medicine, 2006; NIDA, 2007).   These studies were slowly 
disseminated from science-based journals to practice environments, such as CBOs. 
Increasing Evidence for Evidence-Based Practices 	
 The 1998 IOM report also articulated the need to link science and treatment more 
effectively (Lamb, Greenlick, & McCarty, 1998), emphasizing that many well-controlled 
studies had been conducted showing effective addiction treatments but findings were not 
reaching addiction treatment providers who did not read professional journals. Thus, 
effective treatment innovations were not being put to use by the addiction treatment field.  
To address this large gap in the addiction-science dissemination process, the Center for 
Substance Abuse Treatment (CSAT) created two programs in 1993 specifically to bridge 
the separation between practice and science:  Addiction Technology Transfer Centers 
(ATTC) (described in more detail in the ATTC Definition section below) and the Practice 
Improvement Collaborative (PIC).  Both focused on the goal of dissemination of 
information pertaining to EBPs, specifically on distributing valid information on 
treatment efficacy in a timely manner.  Beginning in 2001, ATTCs and NIDA researchers 
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also began aggressively distributing science-based findings via the Blending Initiatives 
team-based model (NIDA, 2011).   
One of the most prominent listings of addiction-related EBPs, SAMHSA’s 
National Registry of Evidence-based Programs and Practices (NREPP) database, now 
identifies more than 170 science-based interventions for addiction treatment (NREPP, 
2011).   Inclusion in this database means that an intervention has been “evaluated in at 
least one quasi-experimental or experimental study that resulted in (either) at least one 
positive behavioral outcome in mental health or addiction (p <  .05); a published peer-
reviewed journal article or a comprehensive evaluation report” (NREPP, 2010).  The 
National Institute on Drug Abuse (NIDA) also works with SAMHSA to create and 
support the 2001 NIDA/SAMHSA Blending Initiative, an effort dedicated to bridging the 
gap between quality research and effective (science-based) practices (NIDA, 2011).  
Federal-funders of addiction treatment continue to drive CBOs toward the utilization of 
EBPs by awarding grant dollars only to those organizations using such methods.  This 
requirement for use of EBPs sets broad parameters for how services should be provided 
and how programs should be implemented within the community-based setting.  These 
requirements are also reinforced by leading organizations such as IOM and CDCP 
(Institute of Medicine, 2006).   
One of the most-studied and reported on EBPs, Motivational Interviewing (MI) 
was also reported in the database utilized by this dissertation as the most prevalent EBP 
(15%).  Within this study, the top three EBPs reported also included Adolescent 
		
	
10 
Community Reinforcement Approach (A-CRA) (8%), and Cognitive-behavioral Therapy 
(CBT) (8%).  For each of these EBPs, there were more than 42 staff who reported the 
particular EBP. 
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ATTC Definition 			
ATTCs are regional centers conducting training on timely-topics related to the 
addiction treatment area.  ATTCs are utilized by SAMHSA to “assess the training and 
development needs of the substance use disorders workforce, and develop and conduct 
training and technology transfer activities to meet identified needs. Particular emphasis is 
on increasing knowledge and improving skills in using evidence-based and promising 
treatment/recovery practices in recovery-oriented systems of care” (SAMHSA, 2012).   
Recently, the ATTC structure was modified to include ten regional ATTC centers 
(focused on regional and local support) and four national ATTCs (focused on national 
issues) and one coordination center serving as the oversight center for the regional 
offices.  Overall, the 15 ATTCs provide workforce enhancement services in line with 
SAMHSA’s directives and priority areas (SAMHSA, 2012). 
It is important to note that ATTCs are not the only means of receiving training 
through the government.  Blending Conferences and state-wide training centers also 
provide training and, in certain circumstances, a specific EBP implementation requires 
certification from an EBP center (which is not part of an ATTC). 
		
	
12 
Federal Policies Promoting EBPs 	
Today, through different types of funding mechanisms, federal-funders such as 
SAMHSA and CDCP have developed policies aimed at promoting the implementation of 
EBPs in CBOs.  Some of these funding mechanisms permit the funded CBO to select the 
type of intervention it wants to implement; other funding mechanisms require that the 
funded CBO utilize a specific approach determined by the funder.  Both approaches 
assume that the CBOs that are utilizing the EBP will adhere to the specific rules and 
restrictions of that particular EBP (which range from general, guiding principles to 
specific steps, to absolute requirements, and may or may not include  resources and 
supports), as well as utilize the available training materials, potential ATTC toolkits and 
other recommended resources.   
Implementing policy strategies that facilitate the use of EBPs by CBOs has been 
identified as one of the top five national priorities for policy research on treatments for 
alcohol and drug use disorders (McCarty et al., 2010).  This policy-related tie to the 
science of addiction has helped streamline policy approaches (NIDA, 2006) but there are 
still additional unaddressed research needs related to the results of implementing EBPs 
(McCarty et al., 2010).  To date, there have been no studies on the association between 
RFA requirements for implementing a particular EBP and CBO-reported barriers to 
implementation of that EBP.   
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Variable Selection – Government Role 	
The variables selected (see Figure 1) for understanding government roles in 
policy implementation are detailed below.  Factors that will be used to examine federal-
funder activities based on a conceptual model include: federal-funder recommendation in 
RFAs that funded CBOs implement a specific EBP versus CBO self-selection of an EBP, 
funder regulations (differing by different funding mechanism) and the utilization of 
government-sponsored training (ATTC). 
 Previous studies have shown that the role of organizational and management 
factors, including a link to government funding, are significant in shrinking the gap 
between research and implementation of EBPs (D’Aunno, 2000; D’Aunno et al., 2006; 
Wells, Lemak, & Alexander, 2005).  Thus, these variables were selected since they 
represent a link to government funding via the requirements detailed in the RFA.  There 
have been no studies to date that have specifically analyzed the role of RFA 
recommendations of a particular EBP.   
There are related variables of interest to be examined.  Studies have also shown 
that there is value in organizations being licensed and/or accredited (Wells et al., 2007), a 
requirement of most RFAs issued by the government.  Attitudes toward science-based 
practices are also impacted by the role of the funding mechanism, for example, with 
research indicating more positive attitudes toward Naltrexone for addiction treatment 
centers funded through managed care options (Roman & Johnson, 2002).  Since 
participation in ATTCs is often a requirement of an RFA, utilizing this approach is a 
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meaningful means of measuring the impact of this particular component of federal-funder 
influence. 
 
Figure 1 – Variable Selection 
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 Funding Mechanism Descriptions 
 
The SAMHSA funding mechanisms included in this research are:  Adult Criminal 
Justice (ACJ), Assertive Adolescent and Family Treatment (AAFT), Effective 
Adolescent Treatment (EAT), Family and Juvenile Drug Courts (FJD), Homeless, Peer-
to-Peer Recovery (PPR), Pregnant and Postpartum Women (PPW), Recovery Community 
Service Program (RCS), Substance Abuse Treatment and Re-entry (SAT), Targeted 
Capacity Expansion (TCE), TCE/HIV, and Young Offenders Re-entry Program (YORP). 
 The funders ACJ, FJD, SAT and YORP each focus their work specifically on 
drug-using populations involved in the criminal justice system.  Common areas of focus 
include rights and restrictions associated with criminal involvement, removing hurdles 
associated with re-entry and mitigating the risk of recidivism.  These grants typically 
provide funds to treatment providers and the courts to provide alcohol and drug 
treatment, wrap-around services supporting substance abuse treatment, assessment, case 
management, and program coordination to those in need of treatment (SAMHSA, 2005).  
Training (through such organizations as ATTCs) is offered at no cost to grant recipients 
but is typically not a required component of funding.   
 EAT and AAFT are specifically associated with funding programs and research 
related to adolescents.  Both include a holistic approach to improving the lives of 
adolescents so programs can include various supports and interventions for families and 
other caregivers.  Requirements associated with these grant types typically include 
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training specifically related to the appropriate type of EBP.  For example, AAFT funding 
may require recipients to attend free training on administering the Global Appraisal of 
Individual Needs (GAIN) and Motivational Enhancement Therapy and Cognitive 
Behavioral Therapy (MET/CBT 5) (SAMHSA, 2003).  Attendance at ATTC training was 
historically not typically required. 
 Grants funded through the Homeless funder are specifically focused on issues 
related to homeless populations and as such, they often overlap with RCS, criminal 
justice-related initiatives and TCE and/or TCE/HIV.   TCE, or Targeted Capacity 
Expansion, are programs specifically focused on encouraging the CBO’s expansion of 
existing programs (including evaluation of existing efforts).  These grants are not for the 
creation of new programs. 
It is important to note that TCE/HIV RFAs often include tight linkages to medical 
providers or HIV testing.   These grants are often also focused on a specific vulnerable 
population, as defined within each RFA.  For example, this can include people living in 
poverty, racial and ethnic minorities, hard-to-reach populations or those living with 
chronic health problems.  TCE/HIV funded-programs seek to provide access to 
appropriate behavioral health services.  ATTC training is often provided at no-cost to 
grant recipients (SAMHSA, 2012).   
 PPR and RCS each support peer-to-peer models through the development of ‘peer 
leaders’ in the addiction community.  Support through these programs is addressed to 
people in recovery, their family members, and their communities (SAMHSA, 2012).  
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ATTC training is not often required, but training on peer-to-peer models may be offered 
as part of the grant award. 
 PPW programs are specifically focused on expanding “the availability of 
comprehensive, residential substance abuse treatment, prevention, and recovery support 
services for pregnant and postpartum women and their minor children, including services 
for non-residential family members of both the women and children” (SAMHSA, 2011).  
These grants provide substance abuse treatment services for low-income (federal poverty 
definitions) women, age 18 and over, who are pregnant, postpartum (the period after 
childbirth up to12 months), or other parenting women, and their minor children, age 17 
and under, who have limited access to quality health services (Federal Register, 2004).    
ATTC training is typically a component of these grants as well. 
Current Research on EBP Adoption, Attitudes and Implementation 	
Research to-date has produced approximately 65 studies focused on three areas of 
EBP work in addiction:  attitudes toward EBPs, adoption of EBPs, and implementation of 
EBPs (Garner, 2009).  Within these studies, adoption/attitudes/implementation was 
separated out into pharmacological EBPs and psychosocial EBPs.  Within each category, 
success was measured both quantitatively and qualitatively. Garner (2009) noted that 
great gains had been made in EBP advancement over the prior ten year period, yet there 
was much work to be done to increase the number of actual EBP implementation studies.  
The literature review below will specifically focus on the perceptions of agency 
staff in three areas which are the focus of this dissertation: 1) perceived barriers to EBP 
		
	
18 
implementation, 2) modifications made in the implementation process and 3) attitudes 
about EBPs (nine questions).    
Perceived Barriers 	
Barriers in adoption of EBPs include funding limitations, staffing resources, 
information technology limitations and information dissemination (Herbeck, Hser, & 
Teruya, 2008; McLellan, Carise, & Kleber, 2003).  Addiction workers, compared to the 
professional mental health workforce, are often less educated and more resistant to EBPs 
(Lundgren, Amodeo, Cohen, Chassler, & Horowitz, 2011), creating a more contentious 
environment for change in intervention strategies.   The education level of addiction 
treatment staff is one factor found to be associated with more positive staff attitudes 
about EBPs (Lundgren, Amodeo, Cohen, Chassler, & Horowitz, 2011).  Having less 
technology available has been shown to be an organizational barrier to EBP 
implementation (Fuller et al., 2007; Lundgren et al., 2011).   
Lundgren and colleagues (2011) also found that staff who reported working in 
organizations with higher levels of stress reported more barriers to EBP implementation.  
A positive rating of organizational climate was found by Lehman and colleagues to be 
related to subsequent adoption of EBPs (Lehman et al., 2011). 
In a recent national implementation research effort, Lundgren et al., (2012) found 
that CBO staff perception of their treatment program’s organizational capacity (ORC) 
was significantly associated with the level of barriers experienced when implementing 
new EBPs.  Specifically, when staff perceived that their organization had fewer 
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programmatic needs and less organizational stress, they perceived a lower level of 
barriers related to their EBP implementation efforts (Lundgren et al., 2012).   
Barriers specifically related to the EBP Motivational Interviewing (MI), were 
related to staff resistance or organizational setting (Amodeo et al., 2011).  MI has also 
been reported to be associated with lower levels of modifications, potentially due to its 
more flexible nature (flexible design of the EBP itself) (Lundgren et al., 2013). 
 
Modifications to EBPs 	
Fidelity in implementing an EBP has also been a concern in small treatment 
organizations that are typically lacking robust funding streams (Glasner-Edwards & 
Rawson, 2010; Lundgren, Amodeo, Cohen, Chassler, & Horowitz, 2011; A. T. McLellan 
et al., 2003) and this element of EBP adoption has been less studied than other 
components of the change and implementation process (Garner, 2009).  There is general 
agreement among researchers that the quality of the EBP implementation (measured by 
the accuracy with which the practice has been applied or the degree to which those 
applying the practice adhered to the standards and requirements of the practice) 
influences treatment outcomes.  As expected, higher adherence to the defined practice 
improves outcomes significantly (Anthony, Rogers, & Farkas, 2003; Drake et al., 2001; 
McHugo et al., 2007; Mueser et al., 2003; Torrey, Lynde, & Gorman, 2005).   Measuring 
the specific type and extent of modifications made to EBPs has been more challenging 
for the research community, with limited studies published to date.  Lundgren et al., 
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(2011) found little consistency in modification to EBPs in their study of 100 CBOs 
nationwide.   Modifications to support different types of populations were the most often-
cited modification to a particular EBP (Lundgren et al., 2011). 
Attitudes Toward EBPs 	
Whether the agency is public or private may also matter, with evidence in the 
mental health arena highlighting a significant difference in attitudes toward EBP 
implementation (Aarons, Sommerfeld, & Walrath-Greene, 2009). However, additional 
research has shown that support for evidence-based treatment increases with level of 
education of treatment staff and when treatment organizations have linkages to hospitals 
and universities (Lundgren, Krull, Zerden, & McCarty, 2011; McCarty et al., 2007; Pinto, 
Yu, Spencer, Gorroochurn, & McCarty, 2010).   In their analysis of 112 programs 
participating in the CTN, McCarty and colleagues (2007) found that addiction treatment 
managers and supervisors were more supportive of EBPs while staff were less supportive 
of scientifically-tested addiction interventions.  An analysis of attitudes toward the use of 
medications (EBPs) for addiction treatment found that counselors with less education 
were more likely to support abstinence-only treatment (Rieckmann, Daley, Fuller, 
Thomas, & McCarty, 2007).  Positive attitudes toward past training and training needs 
have been found to relate to higher post-training (of EBPs) satisfaction (W. E. K. Lehman 
et al., 2011). 
Prior studies have shown that working in a treatment unit affiliated with a 
research institution (Lundgren, Krull et al., 2011; McCarty et al., 2007) and working in a 
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unit with higher levels of organizational capacity (Fuller et al., 2007; Lundgren, Krull et 
al., 2011) are associated with positive staff attitudes about EBPs.  McCarty and 
colleagues (Fuller et al., 2007; McCarty et al., 2007) also noted skepticism regarding the 
value of EBPs by addiction treatment staff.  However, these studies do not examine 
whether staff attitudes differ between those who work in agencies that selected their 
EBPs (selected EBPs) compared to those in agencies that were mandated by the funder of 
the EBP to use specific EBPs (imposed EBPs). 
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Importance of Training – Government Role 
 
As described above, training is a central component of effective EBP adoption 
and implementation.  With the advent of federally-funded training resources (such as 
NREPP and Blending Initiatives, described above), the government had a formal means 
of program evaluation and information dissemination.  The National Drug Abuse 
Treatment Clinical Trials Network (CTN) was tasked with conducting pharmacological 
and behavioral treatment trials to determine the effectiveness of treatment interventions 
with diverse programs and clients, and to transfer research results from their trials to 
these same treatment programs (Martino, Brigham, Higgins, Gallon, Freese, Albright et 
al., 2010).   SAMHSA and the ATTCs collaborate with the CTN in the NIDA/SAMHSA 
Blending Initiative, which aims to advance the diffusion of research into practice 
(Condon, Miner, Balmer, & Pintello, 2008). The dissemination of findings from the CTN 
has been through ATTCs. 
Studies of EBP efficacy have utilized the CTN data extensively.  Fuller et al. 
(2007) examined the CTN organizational and workforce data to assess the association 
between addiction treatment units’ organizational capacity and attitudes about EBPs.  
They found greater support for EBPs when: 1) staff rated institutional resources higher, 
2) staff perceived themselves as having more ability to influence peers, and, 3) staff had a 
stronger sense of agency mission and purpose.  When treatment unit staff reported less 
opportunity for professional growth, weaker peer influence, less organizational stress, 
and less access to the Internet, they were more likely to support the use of confrontation 
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and noncompliance discharge (Fuller et al., 2007).   In addition to the Fuller study, 
several studies have indicated that EBPs can be effective in real-world clinical 
environments and with heterogeneous clinical populations  (Amass et al., 2004; Carroll et 
al., 2006; Ling et al., 2005; Peirce et al., 2006; Petry et al., 2005).    
As noted previously in the section on attitudes toward EBPs, in a study of 112 
programs participating in the CTN, McCarty and colleagues (2007) found that staff in 
treatment organizations that participated in medication-focused clinical trials had more 
positive attitudes toward medications compared to their counterparts. A secondary 
analysis of data from the CTN assessment of organizations and workforce reported that 
clinicians who took part in research as participants were more willing to use research in 
their practice (Pinto, Yu, Spector, Gorroochurn, & McCarty, 2010). 
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Chapter 2: Conceptual Frameworks 	
Two sets of conceptual frameworks guided this study – policy theory for 
understanding the role of government and organizational change theory in understanding 
the role of organizations in influencing modifications, barriers and attitudes toward EBPs.   
This chapter will discuss each theoretical framework and their role in guiding this 
dissertation and the creation of the conceptual model below (see Figure 2).	
	
Figure 2 - Conceptual Model 
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Policy - Key Theoretical Framework Currently Underlying Research 	
Policy implementation is a complex process to study, given the number of 
variables in constant flux.  Studies of policy implementation are conducted to assess the 
transition from a seemingly promising idea or set of ideas and their embodiment into law 
(Simon, 2007; Edwards, 1985).    Greater likelihood of policy success can be seen as 
linked to a broad, clear sense of the policy problem, demonstrable solutions to the 
problem, well-defined target groups, and strong sustainable support from the public 
(Bacharach, 1977; Hill, 2002; Mazmanian & Sabatier, 1981; Simon, 2007). 
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Figure 3 – Thompson’s Typology of Implementation (reproduced from Simon, 2007) 
 
One approach to understanding the likely success and impact of a policy is to 
apply Thompson’s two-dimensional model (Thompson, 1984).  This typology first 
separates policies into two classes as two dimensions of policy implementation:  1.) 
specific or precise, and 2.) vague or of limited precision (Simon, 2007).  Further 
refinement of these dimensions into a policy implementation typology defines four 
general types of implementations (see Figure 3): controlled, prophylactic, up-for-grabs 
and buffered.  These manifestations of policy will be utilized to demonstrate the varying 
		
	
27 
dimensions of government oversight and directives and their potential impact on the 
success or failure of a policy. 
 This framework helps to identify potential barriers to enactment/implementation 
of policy related to addiction treatment.  Due to the complex nature of the issues 
surrounding the population at hand, other factors must be considered in the model.  As 
Simon (2007) explains, the size of the target group impacts the policy model, as does the 
legal standing of pressure groups that are associated with the target group and the 
clientele involved.   
Controlled Implementation - Policy 	
 In a controlled implementation, the policy is well-codified with clear “top-down” 
instructions.  This model utilizes a bureaucratic approach to implementation with tight 
requirements, specifications and a clearly delineated line of command (Simon, 2007; 
Thompson, 1984).  These highly-controlled implementations leverage the stable 
environment of continuous political leadership.  Policies with this model tend to have 
well-defined direction and steady resources.  They assume levels of continuity associated 
with stable populations and political clout (Simon, 2007).  Political leaders can be 
confident in the stability of these policies and their underlying support base.  Addiction 
treatment rarely falls into this category of implementation, given the lack of power of 
substance abusers as a policy-making group.   
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Prophylactic Implementation - Policy 	
 In a prophylactic implementation, the problems the policy is attempting to control 
or ameliorate are generally considered to be low priority and often create a barrier 
between policy-makers and policy administrators (Simon, 2007; Thompson, 1984).   The 
design of the policy relies on statutory provisions to guide the language of the law and it 
is assumed that this law will be rigidly constructed.  Limited involvement of constituents 
is characteristic of prophylactic implementations and the assumption is made that law-
makers will have the needed expertise to determine the best policy.   This unidirectional 
(top-to-bottom) model stymies communication between those on the ‘ground floor’ and 
those in policy-making arenas.  As can be seen in the model (see Figure 3), prophylactic 
implementations have limited oversight and great statutory precision.  
Up-for-Grabs Implementation - Policy 	
 The up-for-grabs implementation is characterized by vague guidelines and high 
levels of policy interest by policy-makers and constituents.   These policies generally 
have high levels of legislative oversight and are marked by considerable debate and 
discord during the creation/implementation phases (Simon, 2007; Thompson, 1984).  
There is more collaboration between policy-makers and stakeholders in this model and 
the more flexible approach provides an opportunity for goals and real-world barriers to be 
included in the policy debate.   Up-for-grabs implementation can be a more bottom-up 
model that leads to higher levels of success, yet it can be constrained by a number of 
factors including the dominance of powerful stakeholders over others.  For example, due 
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to their higher levels of political clout and ability to get in front of policy-makers, the 
special interest group may greatly overshadow the addiction constituency in policy 
making within this implementation model.  There may be no long-term goal or stable 
process in this typology – the policy may shift and undergo modification (morph) over 
time, as policy-leaders change their focus or new leaders enter or leave the sphere. 
Buffered Implementation - Policy 	
A buffered implementation is marked by the power given to policy administrators 
to shape the implementation process.   In this typology, policy administrators hold the 
reigns of defining the policy goals and implementing the policy appropriately (Simon, 
2007).  Leadership in the implementation process is critical to these types of policy 
designs, since they are both limited in oversight and limited in statutory precision (see 
Figure 3).    Buffered implementations may be stratified by type of agency – for example, 
older agencies may be more conservative in their approach to resource and environmental 
constraints (Simon, 2007).  Agencies have the greatest opportunity to craft the 
implementation of a model in this typology, but with strapped resources and challenging 
environmental factors, substance abuse policy implementation may suffer from a lack of 
leadership in this framework. 
The majority of addiction policy falls between the categories of buffered and up-
for-grabs implementation.  With varying levels of oversight and limited statutory 
precision, addiction policy caters to the needs of the legislators far more than the needs of 
the constituents.  For example, each RFA issued specifies tight reporting guidelines and 
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requires substantial oversight from the grant organization (such as SAMHSA or NIDA).   
Each funding mechanism is described in the Funding mechanism Descriptions section of 
this dissertation. 
Alternative Theoretical Framework – Organizational Readiness For Change 	
TCU ORC Rationale 	
The competing conceptual framework that has been utilized to explain barriers to 
EBP implementation is Simpson and colleagues’ framework for transferring research to 
practice (Flynn & Simpson, 2009; Simpson, 2002), specifically in the area of addiction 
treatment.   As described above, this framework has been utilized to explain 
implementation-related issues in addiction treatment organizations, including barriers to 
EBP rollouts and thus is very policy-relevant in terms of implementation issues.  It serves 
as an alternative conceptual framework since it does not address the implications of 
federal policy.  Policy in itself is about more than just implementation.   
Simpson and colleagues (Courtney, Joe, Rowan-Szal, & Simpson, 2007; Simpson, 
2002; Simpson & Flynn, 2007; Simpson, Joe & Rowan-Szal, 2007) have made 
significant theoretical contributions to the addiction treatment field’s understanding of 
ways organizations adapt, implement and use evidence based addiction treatment 
practices, including the EBPs discussed in this dissertation. Their comprehensive measure 
of Organizational Readiness for Change has been used by hundreds of organizations 
(Lehman, Simpson, Knight, & Flynn, 2011). However, neither the Simpson framework 
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nor other frameworks on EBP implementation (Proctor & Rosen, 2008; Rogers, 2002; 
Simpson, 2002) account for how organizations and their staff respond to research-based 
treatment models that have been imposed on their organization (by the funding policies 
of government institutions), nor does the Simpson framework (or other frameworks) 
compare these organizations to organizations where the treatment models were selected 
by the organizations themselves. 
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TCU ORC Overview 		
	
Figure 4– TCU Program Change Model 
(Copyright Simpson and Flynn, 2007) 
 
The TCU Program Change Model (see Figure 4) is a four-stage model of 
organizational change related to the adoption of EBPs in addiction treatment, as 
presented by Simpson and Flynn (2007).  This model was created out of the model of 
“technology transfer” (the diffusion process of moving research to practice) (Rogers, 
2002), and also includes planning within organizations, and organizational-level 
influences. 
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The four stages of the TCU Program Change Model include: 
1. Exposure (via training/workshops),  
2. Adoption (an intention to try an EBP),  
3. Implementation (the initial period of use) 
4. Practice (incorporation of the EBP into the organization).    
Within exposure, training decisions are noted to begin with decisions related to personal 
relevancy (i.e. is this training relevant to my needs?), accessibility of the training, and 
accreditation of the training.   Adoption is defined as a two-step decision and action-
taking process, including leadership components, quality, utility and adaptability.  Key 
concepts in implementation, the focus area in this dissertation’s research, include whether 
an intervention (EBP) is considered by the staff to be effective, feasible and sustainable.   
Interventions that are successfully transitioned from exposure to adoption and then to 
implementation may (or may not) become part of practice (Simpson & Flynn, 2007). 
Factors that influence the model include organizational climate, staff attributes, 
and program resources (full list included in the methodology section).  These factors are 
part of the context related to sustainability, as well as systems preparation, maintenance-
related resources, and climate supports (Simpson & Flynn, 2007).    Components of the 
action-based framework as related to the implementation step (since that is the focus of 
this research) include both actions and barriers, as indicated in Figure 5. 
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Figure 5– Simpson & Flynn Stages of Implementation 
(Copyright Simpson & Flynn, 2007) 
 
This Organizational Readiness for Change model and the Texas Christian 
University Organizational Readiness for Change scales (TCU ORC-staff, TCU ORC-
director; Lehman, Greener, & Simpson, 2002) have been used in prior addictions 
treatment research efforts to understand staff attitudes toward EBPs (Courtney, Joe, 
Rowan-Szal, & Simpson, 2007; Fuller et al., 2007; Lundgren et al., 2011; Lundgren, 
Krull, Zerden, & McCarty, 2011; Rowen-Szal et al., 2007; Saldana, Chapman, 
Henggeler, & Rowland, 2007; Simpson & Brown, 2002). These articles indicate that 
specific aspects of organizational capacity are associated with more positive staff 
attitudes toward EBPs. For example, both the Fuller et al. (2007) and Lundgren, Amodeo, 
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et al. (2011) studies identified that staff in organizations with better technology (e.g., 
Internet access) have more positive attitudes toward EBPs.  Lundgren et al. (2012) found 
that experiencing lower levels of program needs, working in a program that had been in 
existence for a shorter period, and implementing motivational interviewing techniques 
compared with other EBPs were all factors significantly associated with staff 
experiencing lower levels of barriers with EBP implementation. 
This dissertation explores whether significant associations identified between 
federal funding factors (EBP recommended vs. self-selected by organization, differences 
in regulations as expressed in different funding mechanisms, and the provision of 
technical assistance via ATTC) and level of barriers experienced, modification made to 
EBP and attitudes about EBP, are changed after the role of organizational readiness for 
change are controlled for. 
Control Factors 	
Additional factors needed to be accounted for when exploring the relationship 
between federal funding activities and barriers to EBP implementation.  These factors are 
listed in Figure 1 and include: staff-related characteristics, geographic factors and policy-
related variables.  Each of these variables will be described in the Methodology Section 
below.     The rationale for including these variables is related to current literature, 
including research specifically related to this data set (Amodeo et al., 2011; Lundgren et 
al., 2011a; Lundgren et al., 2011b; Lundgren et al. 2012) and beyond (McCarty et al., 
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2007; Nelson, Steele, & Mize, 2006; Rieckmann et al., 2007; Roman, Ducharme & 
Knudsen, 2006; Pinto, Yu, Spector, Gorroochurn, & McCarty, 2010). 
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Chapter 3: Methodology 
 
Through the use of bivariate statistical analysis (including the following: 
descriptive data, k-clusters, Chi-square tests, one-way ANOVA, and correlation analysis), 
the analysis completed for this dissertation addresses the following three research 
questions:   
1. Is federal-funder recommendation that funded CBOs implement a specific 
EBP versus the agency self-selection of an EBP associated with CBO staff:   
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
3) Attitudes about EBPs (nine questions)? 
2. Is the number of funder regulations, measured as funded by different 
SAMHSA funding mechanisms, associated with CBO staff:  
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
3) Attitudes about EBPs (nine questions)? 
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3. Is the use of a federal government technical assistance program (ATTC) 
associated with CBO staff:  
1) Perception of level of barriers experienced when implementing an 
EBP,  
2) Level of modifications made to an EBP when implementing it, and  
3) Attitudes about EBPs (nine questions)? 
Next, through multivariable regression modeling, this analysis examined if the 
relationships identified in the bivariate analysis remained significant, controlling for the 
organizational capacity of the treatment programs (to understand the role of the 
alternative theoretical framework), geographic factors, staff characteristics, and treatment 
unit characteristics.    
Data/Sample 
 
This dissertation study uses data from a larger national study examining the 
relationship between organizational readiness for change and barriers to EBP 
implementation. Below is a description of the original data collection process and 
samples. For a more detailed description of the larger study see Lundgren et al., 2011. 
Phone interviews and web-surveys were conducted with the 816 respondents.  
This included 296 program directors and 510 clinical staff identified by program directors 
as directly involved in the implementation of the EBPs.  Potential participants were 
sampled from a publicly available listing of agencies receiving awards from 
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CSAT/SAMHSA between 2003 and 2008.  These potential participants included 495 
grantees, out of which 330 were sampled (10 project directors refused to participate).  In 
addition, 24 cases were excluded from the data analyses due to missing survey data (see 
missing data section below).  All of the participants in this data sample had included 
specific descriptions of the EBPs they planned to implement when their SAMHSA-
funded proposals were approved. Additionally, funding was not a key barrier to EBP 
implementation because the CSAT/SAMHSA awards were substantial enough to fund the 
particular initiative requested. As described in the results, this sample included a range of 
geographic areas, program types and treatment settings.  
Trained interviewers from the Boston University Center for Addictions Research 
and Services telephoned the program directors and completed 6 tasks: 1) confirmed 
contact information and program role, 2) read aloud and taped the informed consent, 3) 
requested completion of a web-based survey, 4) provided instructions (notification of an 
upcoming email) for completion of the web-survey, 5) explained that the interviewer 
would call back if the web-survey was not completed within a week, and 6) explained 
that a $30.00 check would be mailed to the respondent when the web survey was 
submitted.  As soon as the interviewer completed the phone call, she/he sent the 
respondent an e-mail. The e-mail included the written version of the informed consent 
form read during the telephone call and a web-link to the survey.  The link connected to a 
SurveyMonkey-based (online survey response-gathering tool) instrument.  On the first 
page, the respondent confirmed that she/he read and understood the informed consent and 
agreed to participate in the web survey.  The respondent then entered the survey and 
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completed the study items, including the TCU-ORC organizational readiness for change 
questions.  Study protocols were approved by the Boston University Institutional Review 
Board. 
Missing Data 	
A detailed analysis of the missing data was conducted.  This analysis was 
completed in three steps, as detailed in Lundgren et al., 2011: 1.  Prior missingness 
assessment, 2. new variable inclusion, and 3. mean imputation.  For this dissertation, the 
missing data analysis was conducted on the specific variables related to the three above-
described research questions.   
As described in Lundgren et al. (2011), for each variable that was missing data, 
the first step was to assess each of the dependent variables by comparing missing data 
cases and the complete cases data.  To assess whether missingness was due to 
demographic characteristics, an analysis of the missing cases on demographic variables 
including age, primary service area, type of treatment unit, number of years respondent 
has experience in drug abuse counseling, and research affiliation of the project institution 
was conducted.   
In step two, additional analysis of missingness included analysis of the 
demographic variables related specifically to this dissertation:  treatment unit setting, 
federal region, years of education, and length of time in current job. The three dependent 
variables (as described above) were compared for the missing cases and the complete 
cases with these additional control variables.   
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To evaluate the impact of missing data on the final results, the third step of mean 
imputation was used and all bivariate and multivariable analyses were repeated and 
compared to bivariate and multivariable results based on complete cases.  As noted in 
Lundgren et al. (2011), results for each of these analyses continued to show that the 
analysis with imputed data was highly comparable to the analysis based on complete 
cases.  Results using complete cases are presented in both the narrative and the tables. 
	
Limitations 	
As described in Lundgren et al. (2011), limitations associated with this data set 
include: data only included community-based CSAT/SAMHSA-funded addiction 
treatment organizations and not treatment organizations solely funded by states or by 
private insurance.  Second, given that this is an exploratory cross-sectional study, it is 
only able to identify possible associations rather than causal connections between 
selected study factors.  Third, a possible concern is sample bias; organizations that could 
struggle the most with EBP implementations perhaps did not apply for (or receive) this 
CSAT/SAMHSA funding, thus the director perspectives from those organizations are not 
included in our study.   Fourth, Program Directors identified staff associated with the 
implementation of the EBPs in question, therefore these staff may have represented those 
with more positive attitudes toward the implementation/project.  Fifth, a number of the 
Cronbach’s alpha scores were slightly below the conventional threshold of .70 (TCU 
ORC).  	
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Limitations with the analyses conducted for this dissertation include: funding 
mechanism variation may be more related to the specific political climate of the time 
period and not unique requirements for each RFA.  In addition, changes to the funding 
climate may have limited openness of responders in the interview process.  
Measures, Instrumentation and Variables 	
Independent Variables: 
 
1. Policy Implementation Variables: The policy implementation variables include: 
Funding mechanism, Open or Recommended EBP, Level Federal Funding, Level 
State Funding and ATTC Utilization.   
- Funding mechanism indicates the particular funder who administered the 
RFA, the grant disbursement and the required evaluation components 
specific to the implementation of the EBP.  Funding mechanisms 
included: Adult Criminal Justice (ACJ), Assertive Adolescent and 
Family Treatment (AAFT), Effective Adolescent Treatment (EAT), 
Family and Juvenile Drug Courts (FJD), Homeless, Peer-to-Peer 
Recovery (PPR), Pregnant and Postpartum Women (PPW), Recovery 
Community Service Program (RCS), Substance Abuse Treatment and 
Re-entry (SAT), TCE, TCE/HIV, and Young Offenders Re-entry 
Program (YORP). 
- Whether the selection of an EBP was Open or Recommended A 
dichotomous variable measured whether (a) practitioners used a specific 
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EBP recommended by the funder or (b) selected their own EBP.   To 
ascertain if an EBP was self-selected or recommended by the funder, 
each project-related Request for Application (RFA) was reviewed in its 
entirety.  If language promoting a specific EBP was located, the project 
was coded with a “1” in the Open/Recommended variable.  If no 
language promoting a specific EBP was located, the project was coded 
with a “0” in the Open/Recommended variable. 
- Level of annual Federal Funding and Level of annual State Funding 
Levels of funding from state or federal agency were asked in the 
program director interviews as a multiple choice selection question.  
Response categories included: 0 to 25%, 26 – 50%, 51 – 75%, and 76 – 
100%.   
- ATTC Utilization was measured as a dichotomous variable.  A ‘yes’ 
response indicates that the grantee received and/or participated in ATTC 
training (“with respect to the EBP, was training provided through your 
regional Addiction Technology Transfer Center (ATTC)?”). Only 
directors were asked this question and the director responses were 
merged with the staff responses by organization worked in.  
 
2. Alternative Theoretical Framework Control Variables:  The TCU-ORC questions 
were utilized as control variables.  This survey includes the series of 115 questions 
from the TCU-ORC-S and TCU-ORC-D surveys (Lehman et al., 2002), categorized 
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into 18 subscales.  These questions were asked of each participant and were used to 
assess his/her perception of the organizational capacity of his/her organization.  
Categories of the 18 subscales included:  program needs, training needs, pressure to 
change, office, staffing, training, equipment needs, internet, growth, efficacy, 
influence, adaptability, mission, cohesion, autonomy, communication, stress, and 
change.  Each of these subscales consisted of a number of individual questions 
(ranging from four to eight), which were reverse coded as needed (per the instructions 
in the original Lehman et al. survey) and summarized to indicate a final score.  All 
items that were reverse coded are indicated with an ‘R’ in Appendix A.  A review of 
the questions themselves is important in interpreting the data, as a high score can be 
perceived as a positive (“this program encourages and supports professional growth”) 
or a negative (“you are under too many pressures to do your job effectively”) 
(Lehman et al., 2002). 
3. Staff Demographic Characteristics: Gender, age, level of education, length of 
time in current job and years of experience in drug abuse counseling were utilized in 
the category of “staff/director characteristics.”   
- Age was calculated by subtracting the date of birth from the date the 
online survey was completed.   
- Gender was measured as a two-category variable; no program directors 
or staff reported being transgendered.   
- Level of education was measured by identifying highest degree status 
(no high school, high school or equivalent, some college, associate’s 
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degree, bachelor’s degree, master’s degree, doctoral degree or other 
professional degree).  These were then re-coded to form groups of those 
below a Master’s degree and those above. 
- Length of time in current job and years of experience in drug abuse 
counseling both were measured utilizing the following scale: 0 to 6 
months, 7 to 11 months, 1 to 3 years, 4 to 5 years or greater than 5 years.   
4. Treatment Unit Characteristics:  The following “treatment unit characteristics” will 
be utilized:  type of treatment unit, primary service area, geographic region, and, 
treatment unit setting.   
- Type of treatment unit (modality) was measured through a seven category 
variable: intensive outpatient – 9 or more hours of structured 
programming per week (non-methadone), outpatient services – less than 
9 hours of structured programming per week (non-methadone), 
outpatient methadone, and therapeutic community, inpatient/residential, 
halfway house/work release or “other”.  
- Primary Service Area was measured through a 3-category variable, which 
identified if the organization was situated in a rural, suburban, or urban 
location.   
- Geographic Region was measured through a mapping of user-entered state 
location to federal geographic regions. 
- Treatment Unit Setting was measured through a 12-category variable 
which included options for:  HMO or integrated health plan, hospital or 
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university, psychiatric or other specialized hospital, health center 
primary care setting, mental health or community mental health clinic, 
free-standing substance abuse service, family children’s service agency, 
social services agency, other multi-service agency, jail or prison, 
juvenile detention, and private or group practice. 
Dependent Variables: 	
1. Level of Barriers encountered during implementation of an EBP:  Clinical staff 
and program directors were asked questions on the level of barriers encountered 
during EBP implementation.  Use of this 10-point ordinal scale has been previously 
published (Lundgren et al., 2012).  The distribution of responses was unimodal and 
responses covered the full range (mean of 3.84 and a median, 4.1, SD 2.14). During 
the phone interview with respondents, the interviewer first asked each program 
director and each staff person to “describe barriers that your project encountered in 
providing this EBP”. Then the respondent was asked: “Using a scale from 1 to 10 
where number 1 means that barriers did not interfere at all with providing [the EBP], 
and number 10 means that barriers totally interfered with providing [the EBP], what 
number best represents how much these barriers interfered with your project’s ability 
to provide [the EBP]?”  It is the responses to this ordinal scale that are used to 
measure the staff level of barriers experienced when implementing an EBP.  A higher 
score indicates more barriers to implementation. 
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2. Attitudes toward a range of empirically tested behavioral and pharmacological 
treatments: Attitudes toward nine different behavioral and pharmacological 
treatments were measured via a Likert-type scale (disagree strongly, disagree, 
uncertain, agree and agree strongly). These measures were developed and tested in a 
national study of agency leaders and direct care workers (Forman, 2001; McCarty et 
al., 2007).    Questions include: 
a. “Scientifically supported treatments can be useful” 
b. “Substance abuse patients should be assessed for psychiatric disorders 
routinely” 
c. “It is okay for patients to have the opportunity to earn prizes worth as 
much as $100 for abstinence” 
d. “Buprenorphine is an effective treatment for opiate dependence”  
e. “Naltrexone should be used more in the treatment of alcohol 
dependence” 
f. “Psychiatric medications should be used more in addiction treatment” 
g. “Addiction treatment programs should provide pharmacotherapy for 
psychiatric disorders” 
h. “Primary care physicians can provide effective treatments for drug 
abuse”  
i. “Antabuse can be an effective treatment for cocaine abuse” 
3. Level of modifications made to the EBP implemented: In the telephone interview, 
interviewers asked about modification of the components of the EBP as described in 
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the manuals or standards with the question, “Did you modify the components of [the 
EBP]?”  If respondents indicated that the EBP had been modified, interviewers 
asked, “Based on the modifications you just described, think about a 10-point scale 
where the number 1 stands for no modification at all, and the number 10 stands for 
total modification.  On this ten point scale, how much did your project modify the 
components of [the EBP]?”  As previously reported by Lundgren et al., 2012, the 
distribution of responses to the above question was unimodal, and responses covered 
the full range.  Due to the ordinal nature of the scale, analysis will include a 
dichotomous outcome using multivariable logistic regression analysis. 
		
	
49 
Chapter 4: Results 
 
Descriptive Data 	
Five hundred and twenty clinical staff members were identified by program 
directors as directly involved with the implementation of EBPs in their organization.  
Respondents were primarily women (72%) with a mean age of 42 years (see Table 1).  
Approximately 52% held a graduate degree and 52 percent had 5 years or more of 
experience as drug abuse counselors.   The average grant-funded program duration was 
3.4 years, with a standard deviation of 1.6 years.  The primary service area of the 
treatment unit was an urban setting (77%), followed by suburban (14%) and rural (9%).   
The type of treatment unit was most often reported as a freestanding substance 
abuse treatment unit (40%).  Mental health setting or mental health community clinic 
(18%) and social services agency (16%) were also reported.  Other multi-service agency 
(9%), hospital or university (4%), health care primary care setting (7%), family children’s 
service agency (4%), jail/prison (1%) and private/group practice (<1%) were also 
reported as the primary setting of the addiction treatment service facility. 
The primary setting for the addiction treatment unit was reported as one of nine 
categories.  Reports showed the following: intensive outpatient (14.6%), less than 9 hours 
per week of outpatient support (29.4%), outpatient methadone (2.5%), therapeutic 
community support (5.6%), inpatient residential (14%), and halfway house or work 
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release (<1%).  The most prevalent treatment unit type was categorized as ‘other’, most 
likely representing a combination of types of facilities (33.3%). 
Table 1 – Descriptive Data 
Variable Staff 
 N % or Mean 
(SD) 
Age of respondent   583 42.1(11.1) 
   
Gender   
Male 169 28.8 
Female 417 71.2 
Transgender (F to M) 0 0 
Transgender (M to F) 1 .2 
   
Number of years of education – divided at Master’s 
degree 
  
Below master’s level of education 250 48.3 
Master’s level of education or higher 268 51.7 
   
Type of treatment unit   
Intensive Outpatient 76 14.6 
Outpatient (9 hours or less per week) 153 29.4 
Outpatient Methadone 13 2.5 
Therapeutic Community 29 5.6 
Inpatient Residential 73 14.0 
Halfway House or Work Release 3 .6 
Other 173 33.3 
   
Setting of Facility   
Hospital or University 16 3.8 
Health Center Primary Care Setting 28 6.7 
MH or Community MH Clinic 78 18.6 
Free-standing Addiction Treatment 168 40.1 
   Family Children’s Service Agency 18 4.3 
   Social Services Agency 68 16.2 
   Other Multi-service Agency 38 9.1 
   Jail or Prison 3 .7 
   Private or Group Practice 2 .5 
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Number of years of experience in the drug 
counseling field 
  
0 to 6 months 44 9.7 
7 to 11 months 1 .2 
1 to 3 years 106 23.3 
4 to 5 years 73 16.1 
More than 5 years 230 50.7 
   
Primary Service Area   
  Urban 366 76.9 
  Rural 45 9.5 
  Suburban 65 13.7 
   
Research affiliation (PI affiliated with hospital or 
university) 
  
Yes 228 51 
No 219 49 
   
 
There was geographic representation across all census regions (Northeast, 
Midwest, South and West) and census divisions (New England, Middle Atlantic, East 
North Central, West North Central, South Atlantic, East South Central, West South 
Central, Mountain, and Pacific).   
Organizations were evenly split between having a research affiliation with a 
hospital and/or university (51%) and no research affiliation (49%).   
MI was the most prevalent EBP reported, with 14.3% of staff reporting it as the 
EBP associated with the SAMHSA funding in question.  CBT was the next-highest 
identified EBP, with 8.4% of staff reporting its use.  The third highest-reported EBP was 
ACT, with 5.15% of staff reporting utilization. Since MI was the most prevalent EBP, it 
was added to this analysis. 
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Study Results on the relationship between funder recommending specific 
EBP to BE implemented and staff barriers to EBP implementation. 	
This section provides results responding to the first research question of this 
dissertation:  whether there is an association between federal-funder recommendations 
that funded CBOs implement a specific EBP versus the agency self-selecting an EBP and 
CBO staff: (1) perceptions of level of barriers experienced when implementing an EBP, 
(2) Level of modifications made to an EBP when implementing it, and (3) attitudes about 
EBPs (nine questions). 
 Analysis was completed in three steps: 
1. Bivariate analysis (correlations) between the variable measuring funder 
recommended EBP vs. self- selection and the dependent variables (barriers, 
modifications and the set of nine attitude questions). 
2. Bivariate analysis (correlations) between only those correlations that were 
found to be significant in step one and the control factors. 
3. Multivariable regression with the variables found to be correlated in steps 
one and two. 
Bivariate Analysis Step 1 – Open Choice vs. Recommended EBPs 	
The initial step of the bivariate analysis (See Table 2) identified that staff who 
worked in organizations where the EBP implemented was one that was selected (or 
promoted to use) by the funder SAMHSA, reported more positive attitudes toward the 
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use of psychiatric medications (”Psychiatric medications should be used more in 
addiction treatment”). Otherwise, at the bivariate level there were no significant 
correlations between implementing an EBP that was selected (promoted by the funder) or 
self-selected and (1) level of barriers reported in implementing the EBP, (3) level of 
modifications made to the EBP or with a range of attitudinal questions of evidence based 
practices.   
 
		
	
54 
 
Table 2 - Correlation with Open vs. Recommended EBPs and 11 dependent 
variables 
Dependent Variables Staff 
 N Sig. 
   
Barrier Scale (dependent variable) 505 .416 
 
Modifications Score (dependent variable) 454 .425 
 
Attitude Questions (dependent variables):   
“It is okay for patients to have the opportunity to 
earn prizes worth as much as $100 for abstinence” 
507 .367 
“Buprenorphine is an effective treatment for 
opiate dependence” 
505 .772 
“Naltrexone should be used more in the treatment 
of alcohol dependence” 
505 .292 
“Psychiatric medications should be used more in 
addiction treatment” 
508 .043* 
“Addiction treatment programs should provide 
pharmacotherapy for psychiatric disorders” 
507 .419 
 “Primary care physicians can provide effective 
treatments for drug abuse” 
508 .169 
“Antabuse can be an effective treatment for 
cocaine abuse” 
504 .185 
 “Substance abuse patients should be assessed for 
psychiatric disorders routinely” 
508 .071 
“Scientifically supported treatments can be 
useful” 
506 .171 
*p<.05 **p<.01 ***p<.001 
 
Bivariate Analysis Step 2 – Independent Control Variables and Dependent 
Variables (Open Choice vs. Recommended) 	
A second bivariate analysis was conducted which included all independent control 
variables and the dependent variable measuring attitudes about psychiatric medication.  
This bivariate analysis (step two) showed that staff who worked in an organization where 
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the EBP had been selected or promoted by the funder, who had five or more years of 
experience in the drug counseling field, who had been at their job longer periods of time, 
who had more than a college degree, who perceived that the organization had higher 
training needs, who worked in an organization where they felt higher levels of influence, 
who experienced more stress in an organization and who reported higher levels of change 
also reported higher levels of support for the use of psychiatric medication (“psychiatric 
medications should be used more in addiction treatment”) compared to their counterparts. 
Multivariate Analysis Step 3 – Open Choice vs. Recommended EBPs 
 
A linear regression model (see Table 3) was developed using all variables 
significant at the bivariate level (p<0.05).  Findings from this linear regression model 
identified that having worked for a longer duration in their current job, having more than 
a college degree, reporting higher training needs, having a greater sense of influence in 
the organization, reporting higher levels of stress and higher levels of organizational 
change were significantly associated with staff having more positive attitudes about the 
use of psychiatric medications to treat substance abuse. The funder policy variable, 
(funder promoting (selecting) a specific EBP versus the CBO selecting the EBP) was no 
longer significantly associated with staff attitudes about use of medications to treat 
substance abuse when staff levels of education, length in time in job and a range of 
organizational readiness for change factors were controlled for. 
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Table 3 – Linear Regression – Open Choice vs. Recommended EBP 
 
Model 
Standardized 
Coefficients 
t Sig. 
95.0% Confidence Interval 
for B 
Beta 
Lower 
Bound Upper Bound 
 Open vs. 
Recommended EBP 
-.074 -1.649 .100 -.379 .033 
Years of Experience .088 1.871 .062 -.003 .124 
Length of Time in 
Job** 
.127 2.665 .008 .025 .166 
Years of 
Education** 
.148 3.277 .001 .105 .421 
Training Needs 
Score* 
.108 2.269 .024 .002 .032 
Influence Score* .111 2.212 .028 .002 .031 
Stress Score* .145 2.855 .005 .005 .026 
Change Score* .150 2.792 .005 .007 .040 
 
Model: .000***, Adjusted R Square: .116  *p<.05 **p<.01 ***p<.001 
 
The implications of these findings are further described in the implications section 
below. 
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Association Between Funder Regulation/Type and Dependent Variables 	
This section analyzes the second research question of this dissertation: the 
association between the funder regulations (measured by the specific funding mechanism 
for each RFA and subsequent EBP implementation) and treatment staff: (1) perception of 
level of barriers experienced when implementing an EBP, (2) Level of modifications 
made to an EBP when implementing it, and (3) attitudes about EBPs (nine questions). 
 Analysis was completed in a three-step process including: 
1. A review of the level of federal vs. state funding (descriptive data) to provide 
an overall understanding of the funding environment. 
2. Bivariate analysis (correlations) between the 11 funding mechanisms and the 
dependent variables (barriers, modifications and the set of nine attitude 
questions). 
3. Bivariate analysis (correlations) between only those correlations that were 
significant in step one and the control factors, including federal vs. state 
funding. 
4. Multivariable regression with variables found to be correlated in steps two 
and three.		
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Bivariate Analysis – Step 1 – State vs. Federal Funding Descriptive Data 
Organizations that receive a range of funding from both federal and state 
government have to respond to more (and, at times, competing) requirements and may 
therefore exhibit more negative attitudes about EBPs and report more barriers to EBP 
implementation.   Data on the funding percentages was limited (see Tables 4 and 5).  The 
majority of the respondents who answered these questions received between 26 and 
100% of their funding from the federal government and 26 – 75% funding from their 
state. 
Table 4 – Percentage of Funding Received from the Federal Government 
  Frequency Valid Percent 
Valid 0 to 25 66 16.9 
26 to 50 109 27.9 
51 to 75 100 25.6 
76 to 100 116 29.7 
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Table 5 - Percentage of Funding Received from the State 
 
  Frequency Valid Percent 
Valid 0 to 25 65 19.0 
26 to 50 108 31.6 
51 to 75 133 38.9 
76 to 100 36 10.5 
 
 
Bivariate Analysis Step 2 – Federal Funding Mechanism 	
 The bivariate results indicated that staff that worked in CBOs funded by the 
SAMHSA funding mechanism that focused on promoting targeted capacity 
enhancements (TCE which focuses on expanding existing community programs or 
analyzing existing efforts) among addiction treatment organizations, reported higher 
levels of barriers when implementing an EBP funded by this mechanism.  Similarly, staff 
who worked in organizations that were funded by SAMHSA to promote targeted capacity 
enhancement in providing HIV prevention services to drug users (TCE HIV) reported 
higher levels of barriers in implementing their funded EBP. Also staff in organizations 
that were funded through the TCE-HIV funding mechanism reported more positive 
attitudes toward science-based treatment (“scientifically supported treatments can be 
useful”) compared to organizations funded by other funding mechanisms. 
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 Additionally, organizations that received funding through the SAMHSA funding 
mechanism that provided funding for implementing empirically supported addiction 
treatment for homeless populations were more likely to report higher levels of barriers 
when implementing their EBP. Staff in organizations funded through the SAMHSA 
homeless grants reported more positive attitudes toward the use of pharmacotherapy 
(“addiction treatment programs should provide pharmacotherapy for psychiatric 
disorders”). 
Staff in organizations funded through the SAMHSA program for services for 
Pregnant and Postpartum women with substance use disorders also reported more 
positive attitudes toward the use of pharmacotherapy (“addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”), attitudes toward assessment 
of psychiatric disorders (“substance abuse patients should be assessed for psychiatric 
disorders routinely”), and science-based treatment (“scientifically supported treatments 
can be useful”). 
Staff in organizations funded through the SAMHSA program focused on 
substance abuse treatment and re-entry reported more positive attitudes toward the use of 
primary care doctors (“primary care physicians can provide effective treatments for drug 
abuse”).  
Staff in organizations funded by YORP (which focuses directly on reducing levels 
of youth recidivism) reported more modifications to the implementation of their EBP, as 
well as a higher level of barriers to implementation.    
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Bivariate Analysis Step 3 – Independent Control Variables and Dependent 
Variables (Funding Mechanism) 
Using only those dependent variables that were significant above, an additional 
bivariate analysis utilizing all independent control variables and the significant dependent 
variables was developed.  This bivariate analysis was run for each dependent variable.  
Results indicate the following (see Table 6): 
Table 6 - Bivariate Analysis – Funding Mechanism 
Control 
Variable 
Dependent Variables 
Gender • Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Use of MI • Level of modifications to the EBP 
• Barriers scale 
Primary 
Service Area 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Level of modifications to the EBP 
Years of 
Experience 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Level of modifications to the EBP 
Length of 
Time in Job 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
Years of 
Education 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Type of 
Treatment 
Unit 
• Attitudes Toward Primary Care Doctor (“Primary care physicians 
can provide effective treatments for drug abuse”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
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Program 
Needs Score 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Training 
Needs Score 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Pressure to 
Change Score 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Office Score • Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Staffing Score • Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Equipment 
Score 
• Attitudes Toward Primary Care Doctor (“Primary care physicians 
can provide effective treatments for drug abuse”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Training 
Score 
• Attitudes Toward Primary Care Doctor (“Primary care physicians 
can provide effective treatments for drug abuse”) 
Mission Score • Level of modifications to the EBP 
• Barriers scale 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Cohesion 
Score 
• Level of modifications to the EBP 
• Barriers scale 
Autonomy 
Score 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Internet Score • Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
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(“Scientifically supported treatments can be useful”) 
Growth Score • Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Efficacy Score • Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Primary Care Doctor (“Primary care physicians 
can provide effective treatments for drug abuse”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Influence 
Score 
• Level of modifications to the EBP 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Primary Care Doctor (“Primary care physicians 
can provide effective treatments for drug abuse”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Adaptability 
Score 
• Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
Stress Score • Level of modifications to the EBP 
• Barriers scale 
• Attitudes Toward Assessment for Psychiatric Disorders (“Substance 
abuse patients should be assessed for psychiatric disorders 
routinely”) 
Change Score • Attitudes Toward Pharmacotherapy (“Addiction treatment programs 
should provide pharmacotherapy for psychiatric disorders”) 
• Attitudes Toward Scientifically Supported Treatment 
(“Scientifically supported treatments can be useful”) 
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Multivariable Analysis Step 4 – Funding Mechanism 	
The multivariable regression models were run utilizing only those variables found 
to be significant in the previous steps.  Separate models were run for each dependent 
variable.   
Modifications – Dependent Variable 
Findings from the linear regression identified that implementing MI (as compared 
to other types of EBPs) was significantly associated with having lower levels of 
modifications to the EBP (see Table 7). In addition, staff who reported that there was 
more cohesion in their organization and those who were funded by YORP were 
associated with higher levels of modifications to their EBP.  
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Table 7 - Modification 
 
 
Model 
Standardized 
Coefficients 
T Sig. 
95.0% Confidence Interval for B 
Beta Lower Bound Upper Bound 
1 (Constant)  .975 .330 -1.304 3.869 
YORP Funding* .106 2.085 .038 .065 2.243 
MI EBP* -.133 -2.572 .011 -1.330 -.177 
Primary Service 
Area 
.079 1.553 .121 -.071 .603 
Years of 
Experience 
.081 1.588 .113 -.034 .315 
Influence Score .070 1.290 .198 -.013 .060 
Stress Score .117 1.822 .069 -.002 .063 
Mission Score .023 .315 .753 -.040 .056 
Cohesion Score* -.152 -2.064 .040 -.084 -.002 
Modification Score: Model: .000***, Adjusted R Square:  .071 
*p<.05 **p<.01 ***p<.001 
 
Barriers Scale – Dependent Variable 
Findings from the linear regression identified that staff who worked in 
organizations that received funding to implement EBP from the SAMHSA funding 
mechanisms TCE, Homeless, and YORP, reported higher levels of barriers to the 
implementation of their EBP, controlling for staff and treatment unit characteristics. In 
addition, staff who perceived there to be higher levels of organizational stress in their 
organization also reported more barriers.   Again, implementing MI compared to any 
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other EBP was associated with reporting lower levels of barriers to implementation of the 
EBP (see Table 8 below). 
Table 8 – Barrier Scale 
Model: .000***, Adjusted R Square:  .097 
 
Model 
Standardized 
Coefficients 
t Sig. 
95.0% Confidence Interval for B 
Beta Lower Bound Upper Bound 
1 (Constant)  5.046 .000 2.975 6.770 
TCE Funding* -.087 -1.973 .049 -2.020 -.004 
TCE HIV -.057 -1.119 .264 -.711 .195 
Homeless 
Funding* 
.103 2.023 .044 .014 .952 
YORP Funding* .111 2.524 .012 .295 2.365 
MI as the EBP* -.111 -2.585 .010 -1.166 -.159 
Mission Score -.061 -1.045 .296 -.061 .019 
Cohesion Score -.113 -1.866 .063 -.065 .002 
Stress Score* .131 2.522 .012 .007 .060 
 
*p<.05 **p<.01 ***p<.001 
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Attitudes toward Pharmacotherapy Score – Dependent Variable 
Findings from the linear regression identified that staff in organizations that 
received funding from Pregnancy Postpartum grants, their number of years of experience 
in drug abuse counseling, the length of time the staff member had in their current job, the 
level of training needs reported in the organization, reporting higher levels of influence, 
higher levels of adaptability within the organization and the level of organizational 
change were significantly associated with staff having more support toward the use of 
pharmacotherapy in their organization (“addiction treatment programs should provide 
pharmacotherapy for psychiatric disorders”) (see Table 9 below). 
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Table 9 - Attitudes Toward Pharmacotherapy Score 
 Model: .000***, Adjusted R Square:  .180 
 
Model 
Standardized 
Coefficients 
t Sig. 
95.0% Confidence 
Interval for B 
Beta 
Lower 
Bound 
Upper 
Bound 
1 (Constant)  .904 .367 -.516 1.393 
Homeless Funding .026 .555 .579 -.109 .195 
Preg Postpartum Funding* .109 2.321 .021 .050 .605 
Primary Service Area .047 1.039 .299 -.052 .168 
Years of Experience* .126 2.500 .013 .017 .138 
Length of Time in Job* .120 2.429 .016 .015 .146 
Years of Education*** .222 4.922 .000 .209 .488 
Training Needs Score** .124 2.614 .009 .004 .030 
Internet Score -.082 -1.589 .113 -.025 .003 
Growth Score -.021 -.361 .718 -.017 .012 
Efficacy Score .006 .104 .917 -.018 .020 
Influence Score* .154 2.648 .008 .005 .034 
Adaptability Score* .117 2.165 .031 .002 .034 
Autonomy Score .020 .342 .732 -.013 .019 
Change Score* .151 2.548 .011 .005 .036 
 
*p<.05 **p<.01 ***p<.001 
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Attitudes Toward Primary Care Doctor Score – Dependent Variable 
Findings from the linear regression identified that staff who worked in 
organizations that received funding from SAT, who reported having greater levels of 
influence in their organization, and those who reported less equipment in their agency 
were associated with staff having less positive attitudes toward the use of a primary care 
doctor to provide substance abuse treatment.  The type of treatment unit was associated 
with more positive attitudes toward the role of the primary care doctor (“primary care 
physicians can provide effective treatments for drug abuse”) (see Table 10 below). 
Table 10 – Attitudes Toward Primary Care Doctor 
Model: .000***, Adjusted R Square:  .041 
 
Model 
Standardized 
Coefficients 
t Sig. 
95.0% Confidence 
Interval for B 
Beta Lower Bound 
Upper 
Bound 
1 (Constant)  7.904 .000 2.858 4.749 
SAT Funding* -.100 -2.295 .022 -2.160 -.168 
Treatment Unit Type* .116 2.684 .008 .013 .087 
Training Score .074 1.627 .104 -.003 .028 
Equipment Score* -.108 -2.401 .017 -.035 -.004 
Efficacy Score -.045 -.931 .352 -.031 .011 
Influence Score* -.097 -1.998 .046 -.033 .000 
 
*p<.05 **p<.01 ***p<.001 
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Attitudes Toward Usefulness of Science-Based Treatment Score – Dependent 
Variable 
Findings from the linear regression identified that the number of years of 
education the staff member had completed, the ability to influence the organization and 
the organization’s level of adaptability were significantly associated with staff having 
more support toward the use of science-based treatment (“scientifically supported 
treatments can be useful”) (see Table 11 below). 
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Table 11 - Attitudes Toward Usefulness of Science-Based Treatment 
Model: .000***, Adjusted R Square:  .102 
 
Model 
Standardized 
Coefficients 
t Sig. 
95.0% Confidence 
Interval for B 
Beta 
Lower 
Bound 
Upper 
Bound 
1 (Constant)  1.996 .047 .017 2.252 
Preg Postpartum Funding .037 .780 .436 -.178 .411 
Years of Experience .087 1.808 .071 -.005 .116 
Years of Education*** .167 3.646 .000 .126 .421 
Program Needs Score .037 .579 .563 -.009 .016 
Training Needs Score .089 1.456 .146 -.005 .030 
Pressure To Change Score .059 1.218 .224 -.004 .018 
Office Score -.079 -1.532 .126 -.017 .002 
Staffing Score -.011 -.197 .844 -.016 .013 
Internet Score .040 .783 .434 -.009 .020 
Growth Score .096 1.644 .101 -.003 .029 
Efficacy Score -.026 -.454 .650 -.025 .016 
Influence Score* .116 2.150 .032 .001 .030 
Adaptability Score* .108 2.012 .045 .000 .035 
Stress Score .084 1.478 .140 -.003 .019 
 
*p<.05 **p<.01 ***p<.001 
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Role of ATTC 	
This results section focus on the association between government provision of technical 
assistance program (ATTC, as described above in ATTC Definition section) and 
treatment staff: (1) perception of level of barriers experienced when implementing an 
EBP, (2) Level of modifications made to an EBP when implementing it, and (3) attitudes 
about EBPs (nine questions). 
 The analysis plan was developed to mirror the protocols described above.  This 
would include the following steps: 
1. Bivariate analysis (correlations) between the ATTC variable and the three 
dependent variables. 
2. Bivariate analysis (correlations) between only those correlations that were 
significant in step one and the control factors. 
3. Multivariable regression with the variables found to be correlated in steps one 
and two. 
Bivariate Analysis Step 1 – ATTC Correlations 	
Results in this analysis indicate that very few of the staff had participated in 
ATTC training (10%).  Again, it is important to note that ATTC training was not the only 
option available to staff and that data on other training options, like the Blending 
Conferences or EBP center-certification, were not available in the dataset.  At the 
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bivariate level, having received ATTC training did not have a significant correlation 
with reporting barriers to EBP implementation nor with making modifications to the EBP 
implementation.  In addition, receiving ATTC training was not significantly associated 
with attitudes toward the use of science-based research.   
Table 12 - Grant Recipients Who Received ATTC Training (yes/no) 
  Frequency Percent 
 No 374 82.2 
Yes 46 10.1 
 
Since ATTC training had no significant relationships with the dependent variables, no 
additional analysis steps were completed.  Further discussion on the implications of this 
finding is discussed below. 
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Chapter 5: Study Implications 	
The results of this study have many implications, both on a policy and theoretical 
level.  Relating to policy, there are four key issues – open choice vs. recommended EBP, 
funding mechanism requirements/complexity, training requirements and EBP rollout 
strategies.   
Policy Implications 	
Open Choice vs. Recommended EBP 	
First, findings indicate that whether federal-funders recommend or mandate the 
use of specific EBPs or the CBO makes its own selection is not a significant factor 
associated with how staff perceive barriers to EBP implementation, the level of changes 
they make to an EBP or their attitudes in general about an EBP.  Hence, if federal-funders 
want to see greater implementation of EBPs, it is possible that mandating the use of a 
specific EBP will not be a detriment to fidelity.  It is possible that leaving the CBO to 
make the choice of the EBP will yield the same (or better) results with fewer 
requirements for the often resource-challenged treatment organizations.  In addition, 
selection of an EBP by either the CBO or the federal government may not have 
considered client needs while advocating for a particular EBP. Further studies must be 
conducted to assess fidelity directly, as well as client needs related to EBP selections. 
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This study suggests that the implementation of EBPs can continue through a 
model of either CBO open choice of EBP or funder recommended EBP, without 
identified problems associated with staff self-reported barriers.   
Funding Mechanism Requirements/Complexity 	
Second, as findings here suggest, addiction program staff and directors may be 
more likely to perceive barriers to EBP implementation based on the requirements of a 
specific funding mechanism.  For example, if the RFA has very detailed specification and 
requirements, agencies may try to mold themselves to fit these requirements in order to 
access much-needed funding streams.  This could be interpreted by the organizations as a 
barrier to EBP implementation.  This issue is important for policy-makers to consider as 
they define the unique funding requirements in each RFA.  Funding mechanisms that are 
more likely to link those who provide services to vulnerable populations may, in 
particular, be impacted by these limitations.  Thus, a future research goal is to better 
understand the unique attributes of each funding mechanism to further refine our 
understanding of the role of funding requirements in relation to organizational capacity. 
Third, federal-funders can clearly mandate or enforce use of an EBP such as MI 
but the issue related to barriers isn’t about the enforcement, it is about the structure of the 
EBP.  It may hold true that the more complex the funding strategy or EBP, the higher the 
level of barriers – this issue could certainly benefit from increased analysis.  Identifying 
which components of the funding mechanism are significantly related to the level of 
barriers requires further and more complex review – for example, it is important to 
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discern the impact of the RFA requirements on the organization itself.  For example, it 
would aid the field to have a better understanding of issues such as whether the inclusion 
of HIV testing for TCE-HIV adds a significant level of complexity to the organization 
itself or to the implementation of the specific EBP. 
Training Requirements 
 
Fourth, the role of government-supported technical assistance and ATTC requires 
consideration in policy planning and funding distribution.  Considerable effort is being 
expended (SAMHSA, 2012) to increase the capacity of ATTCs across the country.  
However, the study results here suggest that few of these organizations use ATTCs and 
that EBP implementation and attitudes about EBPs were not associated with having 
specifically received their training from an ATTC.  As the primary conceptual framework 
highlights, this could be related to the top-down or bottom-up models of policy 
implementation associated with the different types of requirements.  Top-down models 
would presume that the staff are accepting of direction and not questioning any 
components of the requirements.  This could limit their ability to apply learning acquired 
during training, since the model is considered static.  More bottom-up organizations may 
see the EBP implementation as more dynamic and be more open to accepting assistance 
and making improvements/modifications as knowledge is transferred via ATTC training.  
Again, further analysis will provide much-needed understanding of this link between the 
typology of the policy and the utilization of ATTC training.  Organizations may not use 
ATTCs due to other constraints as well, including resources associated with downtime.  
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For example, if an ATTC training is a two-day program, the organization may need to 
completely close down to get to the training.  Also, the training may not have been 
specifically related to the recommended EBP or the self-selected EBP.  This, as well as 
other resource constraints faced by the agency, could also be a barrier to training.  ATTC 
training can be perceived as an unfunded mandate leading to resource constraints such as 
travel and training barriers.  In addition, it will be helpful to track data on other training 
options agencies leveraged, as training has been shown (as documented above) to have an 
important role in EBP implementation. 
EBP Rollout Strategies 	
Fifth, and perhaps most timely, are the implications related to the implementation 
of the Affordable Care Act (ACA).  As noted in the analysis, staff do not have significant 
improvements in their ratings of the role of the primary care doctor in treating addiction 
(related to attitudes, modifications or barriers to EBP implementation).  This indicates the 
absence of any additional support for the primary care provider to serve in the role of 
treatment provider, a shift of roles that is forthcoming with implementation of the ACA.  
Policy changes related to the ACA will make it imperative to grow the addiction 
workforce and create better links between the primary care doctor and addiction 
treatment teams.  In addition, increasing training in science-based models and ensuring 
that CBOs have the capacity to implement EBPs with fidelity will be critical.   Giving 
CBOs a better opportunity to succeed via clearly defined improvements in their 
organizational capacity will be critically important in ensuring fidelity and capability to 
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implement science-based treatment protocols.  If funding to enhance organizational 
capacity is not included in an RFA, it may have a detrimental effect on the 
implementation of an EBP.  As noted above, not funding training needs beyond 
registration in a training seminar or course (such as travel and other needs of the agency 
while staff take time to attend a training) remains an important consideration.  
Theory Implications 	
 The application of these theoretical frameworks helps explain many of the issues 
related to the barriers to EBP implementation, yet there is no easy way to distinguish 
between the primary and alternative theoretical models and surmise that one clearly 
explains barriers to EBP implementation.  As shown in the data and discussion above, 
there are potential barriers to the implementation of EBPs related to policy design as well 
as the organizational climate.  Neither policy design nor organizational culture 
completely explain the level of CBO-reported barriers to EBP implementation, thus 
requiring a closer look at each component of the theoretical framework. 
One of the core challenges of policy implementation studies and frameworks is to 
rationalize the process and truly isolate the factors that lead to the accomplishment of 
policy goals (Simon, 2007).  Historical confounders abound in policy implementation 
studies and the Thompson model attempts to correct for this challenge by actively 
considering the broader policy time period and policy situation.  Yet, it is important to 
address the fact that, without power and money, addiction policy cannot maximize its 
potential.  Policy in addiction treatment continues to struggle to maintain any position 
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and thus, does not have a prominent or secure place on the Thompson typology, limiting 
its opportunity to provide long-lasting support or change.   
Addiction policy is stymied by a continuous struggle for funding which removes 
it from the ease of transition/implementation that a controlled model could offer.  There 
is little that is tranquil in policy for addiction.   In addition, groups fighting to maintain 
power may negatively impact forward progress on EBP adoption and implementation.  
For example, existing funding for methadone may preclude further funding for other 
medical treatments (MAT’s) simply as a protective measure to ensure that there won’t be 
budget cuts for methadone as a means to fund buprenorphine or naltrexone.  This 
conforms to Thompson’s buffered implementation model with each agency seeking to 
‘protect’ its small share of the funding dollars. 
As a group, substance abusers have limited power and therefore lack the interest 
groups, political clout, clientele groups and other stakeholders that could add legitimacy 
to their political goals (Simon, 2007).  Power theories support the need for the addiction 
field to establish power over public images and public perceptions of drug users.  With 
this power, addiction workers have better ammunition to fight off behaviorist-type 
policies that seek to paternalize and teach lessons to populations in need (Marmor et al., 
1990; Mead, 1998).  Specifically, if addiction groups could organize and take ownership 
of the images and symbols related to drug addiction (Gusfield, 1996), possession of the 
social issue will move back to the social realm and potentially impact the supports 
available in the welfare state.  This shift in support and perception could lead to policy 
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better attuned to socially-innovative techniques such as harm-reduction.  This will 
provide an opportunity for the addiction population to move from a ‘deviant’ social 
construction to perhaps the more actively contentious ‘contender’ role with additional 
power (Schneider & Ingram, 1993).  Contenders exert more political power and are 
responded to quite differently by politicians – there is an opportunity for actual political 
power that exists in the Contender classification and this could be used to introduce 
change in policies which remove civil and political rights such as the right to vote, have a 
minimum living wage (supports from the welfare state) and to not be discriminated 
against in housing, employment or education.   As Marmor et al.  (1990, p. 51) 
summarize, “we live in a public world in which to be shrill is to be heard”.  Creation of 
this voice of political power is the primary output of attaining power at this important 
level. 
Future Considerations 	
Challenges/Opportunities in the Addiction Field 	
This dissertation has focused on one key challenge in the addiction treatment field 
– the implementation of EBPs.  Conforming to the new requirements defined in the 
Affordable Care Act will result in new challenges and potentially new opportunities for 
these treatment organizations.  With the passage of the Affordable Care Act and a shift to 
more health services delivered within primary care, addiction treatment will be shifted 
more into the realm of traditional medicine.  This may result in a power and control 
transfer from the prior trustees of addiction-related treatment knowledge to the medical 
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model, shifting the label of ‘expert’ from the current pluralistic set of actors in the 
addiction field to less experienced (in addiction) medical professionals.  This transition 
exists within a cultural context and is tied to the overall view of the role of the welfare 
state and the public perception of the “social ill of addiction.”  For the addiction field to 
gain better success with the more-common buffered implementation approach to 
addiction policy, the policy-making process needs to be more inclusive of those who have 
previously shown success in implementing EBPs.   The knowledge provided by these 
addiction treatment experts will greatly influence the centrality of EBPs in addiction 
treatment over the next decade, during the potentially tumultuous transition to the 
Affordable Care Act. 
Policy recommendations to strengthen CBO implementation of science based 
treatment  
 
As discussed above, there is a propensity for natural and unstructured information 
dissemination in the addiction treatment network (Miller et al., 2006), including weak 
links between research and practice (McCarty, McConnell, & Schmidt, 2010), leading to 
a largely disorganized system. These weak links need continued tightening (McCarty, 
McConnell, & Schmidt, 2010).  Given these challenges with science-based information 
dissemination, it is even more imperative that a cohesive and strong message be 
formulated if a medicalized approach to addiction treatment is going to be adopted.  A 
lack of resources, staffing turnover issues and insufficient tracking of outcomes over time 
(McLellan et al., 2003; McLellan, 2009) lead to a weakened culture of EBP adoption 
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since practitioners can’t readily see the success of EBPs.  Therefore policies must support 
creation of better work environments and the hiring of more skilled workers in addiction 
treatment organizations.   Creating a solid framework for EBP implementation support 
and continued dissemination requires policies that are clear, supported and long-term.  
This foundation can also be fortified by using the supportive arm of the medical model as 
the ‘champion’ and ‘peer network’ (Rogers, 2002), encouraging more robust review and 
adoption of EBPs. Continued analysis of the efficacy of policy decisions related to 
addiction treatment and the rollout of EBPs will give addiction treatment organizations 
greater opportunities for successful transition to ACA requirements and future policy 
mandates.  
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Appendix A: TCU ORC (D and S) 
	
Category and 
Associated Sub-
Scales 
Variable Description (TCU-ORC-S and TCU-ORC-D) 
Motivation for 
Change 
 
Program needs  
(Additional 
guidance needed 
in…) 
• Assessing client needs.  
• Matching needs- services.  
• Increasing client program 
participation.  
• Measuring client 
performance.  
• Developing effective group 
sessions.  
• Raising quality of 
counseling.  
• Using client assessments to 
guide clinical and program 
decisions.  
• Using client assessments to 
document program 
effectiveness. 
• Documenting service needs of 
clients for treatment placements.  
• Tracking/evaluating client 
performance over time.  
• Obtaining information to 
document program effectiveness.  
• Automating client records 
Evaluating staff /org. 
performance  
• Selecting new treatment 
interventions for which staff 
need training.  
• Improving recording/ retrieval of 
financial information.  
• Generating timely 
“management” reports. 
Training needs  
(Need more 
training in…) 
• Assessing client problems and needs.  
• Increasing client participation in treatment.  
• Monitoring client progress.  
• Improving rapport with clients.  
• Improving client thinking and problem solving skills.  
• Improving behavioral management of clients.  
• Improving cognitive focus of clients during group counseling.  
• Using computerized client assessments. 
Pressures for 
change  
(Pressure comes 
from…) 
• Clients in the program.  
• Program staff members.  
• Program supervisors or managers.  
• Agency board members.  
• Community action groups.  
• Funding and oversight agencies.  
• Accreditation or licensing authorities. 
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Resources  
Offices • Your offices and equipment are adequate.  
• (Facilities) adequate for conducting group counseling.  
• Offices allow the privacy for individual counseling.  
• Program provides a comfortable waiting area for clients. 
Staffing • Enough counselors to meet client needs.  
• A larger support staff is needed to help meet program needs. 
• Frequent staff turnover is a problem for this program. 
• Counselors here are able to spend enough time with clients.  
• Support staff here have the skills they need to do their jobs.  
• Clinical staff here are well-trained. 
Training • Staff training and continuing education are priorities at this 
program.  
• You learned new skills/ techniques at a professional conference in 
the past year.  
• The budget allows staff to attend professional conferences each 
year.  
• This program holds regular inservice training. 
Equipment • Client assessments here are usually conducted using a computer.  
• Computer problems are usually repaired promptly at this program.  
• Most client records here are computerized.  
• You have a personal computer to use. Computer equipment s 
mostly old and outdated.  
• Staff here feel comfortable using computers.  
• More computers are needed in this program for staff to use. 
Internet • You used the Internet (World Wide Web) to communicate with 
other treatment professionals in the past month.  
• You have easy access for using the Internet at work.  
• You used the Internet (World Wide Web) to access drug treatment 
information in the past month.  
• You have convenient access to e-mail at work. 
Staff Attributes  
Growth • This program encourages and supports professional growth.  
• You read about new techniques and treatment information each 
month.  
• You have enough opportunities to keep your 
(counseling/management) skills up-to-date.  
• You regularly read professional journal articles or books on drug 
abuse treatment.  
• You do a good job of regularly updating and improving your 
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skills. 
Efficacy • You have the skills: 
o (Needed to conduct effective group counseling.  
o To conduct effective staff meetings.) 
• You consistently plan ahead and carry out your plans.  
• You usually accomplish whatever you set your mind on.  
• You are effective and confident in doing your job.  
• You: 
o (Have the skills needed to conduct effective individual 
counseling. 
o Are highly effective in working with community leaders 
and Board members.) 
Influence • You frequently share your 
knowledge of new counseling 
ideas with other staff.  
• Staff generally regard you as 
a valuable source of 
information.  
• Other staff often ask your 
advice about program 
procedures.  
• Other staff often ask for your 
opinions about counseling 
and treatment issues.  
• You often influence the 
decisions of other staff here.  
• You are viewed as a leader 
by other staff here. 
• You frequently discuss new 
counseling ideas with staff.  
• Staff generally regard you as a 
valuable source of information.  
• Staff readily implement your 
ideas for changing program 
procedures.  
• Staff seek your opinions about 
counseling and treatment 
issues.  
• Your staff readily follows your 
leadership.  
• You are viewed as a strong 
leader by the staff here. 
Adaptability • You are willing to try new ideas even if some staff members are 
reluctant.  
• Learning and using new procedures are easy for you.  
• You are sometimes too cautious or slow to make changes.  
• You are able to adapt quickly when you have to shift focus. 
Organizational 
Climate 
 
Mission • Some staff get confused about the main goals for this program.  
• Program staff understand how this program fits as part of the 
treatment system in your community.  
• Your duties are clearly related to the goals of this program.  
• This program operates with clear goals and objectives.  
• Management here has a clear plan for this program. 
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Cohesion • Staff here all get along very well.  
• There is too much friction among staff members.  
• The staff here always work together as a team.  
• Staff here are always quick to help one another when needed.  
• Mutual trust and cooperation among staff in this program are 
strong.  
• Some staff here do not do their fair share of work.  
Autonomy • Treatment planning decisions for clients here often have to be 
revised by a counselor supervisor.  
• Trust: 
o (You fully trust the professional judgment of staff who 
work with clients here.  
o Management here fully trust the professional judgment.) 
• (Counselors) here are given broad authority in treating their own 
clients.  
• Counselors here often try out different techniques to improve their 
effectiveness.  
• Staff members think (they have/are given) too many rules here. 
Communication • You always listen to ideas and suggestions from staff.  
• The formal and informal communication channels here work very 
well.  
• Program staff are always kept well informed.  
• More open discussions about program issues are needed here.  
• Staff members always feel free to ask questions and express 
concerns in this program 
Stress • You are under too many pressures to do your job effectively.  
• Staff members often show signs of stress and strain.  
• The heavy workload here reduces program effectiveness.  
• Staff (frustrations is/are) common here. 
Change • Novel treatment ideas by staff are discouraged. 
• (You can/It is easy to) change procedures here (quickly) to meet 
new conditions.  
• You frequently hear good staff ideas for improving treatment.  
• The general attitude here is to use new and changing technology.  
• You encourage counselors/are encouraged here to try new and 
different techniques. 
Training 
Exposure and 
Utilization (Staff 
Only) 
 
Training • You were satisfied with the training offered at workshops 
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Satisfaction available to you last year.  
• You were satisfied with the training opportunities available to you 
last year. 
Training 
Exposure 
• In the last year, how often did you attend training workshops held 
within 50 miles of your agency?  
• In the last year, how often did you attend training workshops held 
more than 50 miles from your agency?  
• How many workshops do you expect to attend in the next 12 
months?  
• In the last year, how many times did outside trainers come to your 
agency to give workshops?  
• In the last year, how many times did your agency offer special, in-
house training? 
Training 
Utilization 
(Individual 
Level) 
• When you attend workshops, how often do you try out the new 
interventions or techniques learned?  
• Are your clients interested or responsive to new ideas or 
counseling materials when you try them?  
• In recent years, how often have you adopted (for regular use) new 
counseling interventions or techniques from a workshop?  
• When you have adopted new ideas into your counseling, how 
often have you encouraged other staff to try using them? 
Training 
Utilization 
(Program Level) 
• How often do new interventions or techniques that the staff from 
your program learn at workshops get adopted for general use?  
• How often do new ideas learned from workshops get discussed or 
presented at your staff meetings?  
• How often does the management at your program recommend or 
support new ideas or techniques for use by all counselors? 	
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Appendix B: Survey Instrument (Staff Version) 
  
		
	
89 
	
		
	
90 
	
		
	
91 
	
		
	
92 
	
		
	
93 
	
		
	
94 
		
	
95 
	
		
	
96 
	
		
	
97 
	
		
	
98 
	
		
	
99 
	
		
	
100 
	
		
	
101 
	
		
	
102 
	
		
	
103 
		
		
	
104 
		
	
105 
		
		
	
106 
		
	
107 
	
		
	
108 
					
 
 
		
	
109 
References 
Aarons, G. A., Sommerfeld, D. H., & Walrath-Greene, C. M. (2009). Evidence-based 
practice implementation: The impact of public versus private sector organization 
type on organizational support, provider attitudes, and adoption of evidence-based 
practice. Implementation Science, 4(83), 1–13. doi:10.1186/1748-5908-4-83  
Amass, L., Ling, W., Freese, T. E., Reiber, C., Annon, J., Cohen, A. J., . . .Horton, T. 
(2004). Bringing buprenorphine-naltrexone detoxification to community 
treatment providers: The NIDA clinical trials network field experience. American 
Journal on Addictions, 13, S42–S46. 
Amodeo, M., Ellis, M.A., & Samet, J.H. (2006).  Introducing evidence-based practices 
into substance abuse treatment using Organization Development methods. The 
American Journal of Alcohol and Drug Abuse, 32, 555–560.  
Amodeo, M., Lundgren, L., Cohen, A., Rose, D., Chassler, D., Beltrame, C., & 
D’Ippolito, M. (2011). Barriers to implementing evidence-based practices in 
addiction treatment programs: Comparing staff reports on Motivational 
Interviewing, Adolescent Community Reinforcement Approach, Assertive 
Community Treatment, and Cognitive-behavioral Therapy. Evaluation and 
Program Planning, 34(4), 382–389. 
Anthony, W. A., Rogers, E. S., & Farkas, M. (2003). Research on evidence-based 
practices: Future directions in an era of recovery. Community Mental Health 
Journal, 39(2), 101–114. 
		
	
110 
Bacharach, S. (1977). Introduction to Reward systems and power distribution in 
organizations: Searching for solutions. Edited by T. Hammer and S. Bacharach. 
Ithaca, NY: New York State School of Industrial Labor Relations. 
Blustein, D. L. (2008). The role of work in psychological health and well-being: A 
conceptual, historical, and public policy perspective. American Psychologist, 64, 
228–240.  
Carroll, K.M., Ball, S.A., Nich, C., Martino, S., Frankforter, T.L., Farentinos, C., Kunkel, 
L.E., Mikulich-Gilbertson, S.K., Morgenstern, J., Obert, J.L., Polcin, D., Snead, 
N., Woody, G.E., & National Institute on Drug Abuse Clinical Trials Network.  
(2006).  Motivational interviewing to improve treatment engagement and outcome 
in individuals seeking treatment for substance abuse: a multi-site effectiveness 
study.  Drug and Alcohol Dependence, 81(3), 301–312. 
Caldwell, S., Herold, D., & Fedor, D. (2004). Toward an understanding of the 
relationships among organizational change, individual differences, and changes in 
person-environment fit: a cross-sectional study. Journal of Applied Psychology. 
89(5), 868–882. 
Condon, T. P., Miner, L. L., Balmer, C. W., & Pintello, D. (2008). Blending addiction 
research and practice: Strategies for technology transfer. Journal of Substance 
Abuse Treatment, 35, 156–160.  
Courtney, K.O., Joe, G.W., Rowan-Szal, G., Simpson, D.D. (2007). Using organizational 
assessment as a tool for program change. Journal of Substance Abuse Treatment, 
33(2), 131–137. 
		
	
111 
D'Aunno, T. (2006). The role of organization and management in substance abuse 
treatment: Review and roadmap. Journal of Substance Abuse Treatment, 31, 221–
233. 
Drake, R. E., Goldman, H. H., Leff, H. S., Lehman, F., Dixon, L., Mueser, K. T., & 
Torrey, W. C. (2001). Implementing evidence-based practices in routine mental 
health service settings.  Psychiatric Services, 52(2), 179–182. 
Ducharme, L. J., & Abraham, A. J. (2008). State policy influence on the early diffusion 
of buprenorphine in community treatment programs. Substance Abuse Treatment, 
Prevention, and Policy, 3, 17–27.  
Ducharme, L. J., Knudsen, H. K., Roman, P. M., & Johnson, J. A. (2007). Innovation 
adoption in substance abuse treatment: Exposure, trialability, and the Clinical 
Trials Network. Journal of Substance Abuse Treatment, 32, 321–329. 
Edwards, G., Shull, S., & Thomas, N. (1985). The presidency and public policy-making. 
Pittsburgh: University of Pittsburgh Press. 
Egertson, J. A., Fox, D. M., & Leshner, A. I. (1997). Treating drug abusers effectively. 
Cambridge, MA: Blackwell.  
Federal Register. (2004). Residential treatment for pregnant and postpartum women and 
residential treatment for women and their children. Retrieved online on January 
1, 2013 from: http://www.gpo.gov/fdsys/pkg/FR-2004-03-23/html/04-6375.htm. 
Flynn, P. M., Simpson, D. D., & Miller, P. M. (2009). Adoption and implementation of 
evidence-based treatment. In P.M. Miller (ed.) Evidence-Based Addiction 
Treatment, (Pp. 419–437). Burlington, MA: Elsevier/Academic Press. 
		
	
112 
Forman, R.F., Bovasso, G., & Woody, G.E. (2001).  Staff beliefs about addiction 
treatment.  Journal of Substance Abuse Treatment, 21, 1–9. 
Fuller, B.E., Rieckmann, T., Nunes, E.V., Miller, M., Arfken, C., Edmundson, E., & 
McCarty, D. (2007).  Organizational readiness for change and opinions towards 
treatment innovations.  Journal of Substance Abuse Treatment, 33, 183–192. 
Gambrell, C. E., Rehfuss, M. C., Suarez, E. C., Meyer, D. (2011). Counselors’ job 
satisfaction across educational levels and specialties. Journal of Counselor 
Preparation and Supervision, 3(1), 34– 49. 
Garner, B. R. (2009). Research on the diffusion of evidence-based treatments within 
substance abuse treatment: A systematic review. Journal of Substance Abuse 
Treatment, 36, 376–399.  
Glasner-Edwards, S., & Rawson, R. (2010). Evidence-based practices in addiction 
treatment: Review and recommendations for public policy. Health Policy, 97(2–
3), 93–104. doi:10.1016/j.healthpol.2010.05.013  
Greener, J., Joe, G., Simpson, D., Rowan-Szal, G., Lehman, W. (2007).  Influence of 
organizational functioning on client engagement in treatment. Journal of 
Substance Abuse Treatment, 33(2), 139–147. 
Gruenberg, B. (1980). The happy worker: An analysis of educational and occupational 
differences in determinants of job satisfaction. American Journal of Sociology, 
86(2), 247–271. 
Gusfield, J. (1996). In The Board of Regents of the University of Wisconsin System 
(Ed.), Contested meanings: The construction of alcohol problems. Madison, WI: 
		
	
113 
The University of Wisconsin Press.  
Hanpachern, C., Morgan, G., & Griego, O. (1998). An extension of the theory of margin: 
A framework for assessing readiness for change. Human Resource Development 
Quarterly, 9(4), 339–350.  
Herbeck, D. M., Hser, Y., & Teruya, C. (2008). Empirically supported substance abuse 
treatment approaches: A survey of treatment providers' perspectives and practices. 
Addictive Behaviors, 33(5), 699–712. doi: 10.1016/j.addbeh.2007.12.003  
Hill, M. (2002). Implementing public policy: Governance in theory and practice. 
London: Sage Publishing. 
Institute of Medicine, Committee on Crossing the Quality Chasm. (2006).  Improving the 
quality of health care for mental and substance-use conditions.  Washington, 
D.C.: National Academy of Sciences. 
Institute of Medicine, Committee on Quality Health Care in America. (2000).  To err is 
human: Building a safer health system. Washington, D.C.: National Academy of 
Sciences. 
Iverson, R. (1996). Employee acceptance of organizational change. The International 
Journal of Human Resource Management, 7(1), 122–149. 
Jinnett, K., Alexander, J. (1999). The influence of organizational context on quitting 
intention: an examination of treatment staff in long-term mental health care 
settings. Research on Aging, 21(2), 176–204. 
Jones, R., Jimmieson, N., & Griffiths, A. (2005). The impact of organizational culture 
and reshaping capabilities on change implementation success: The mediating role 
		
	
114 
of readiness for change. Journal of Management Studies, 42(2), 361–386. 
Kirchmeyer, C. (1995). Managing the work-nonwork boundary: An assessment of 
organizational responses. Human Relations, 48(5), 515–536. 
Knudsen, H. K., Ducharme, L. J., & Roman, P. M. (2007). Research network 
involvement and addiction treatment center staff: Counselor attitudes toward 
buprenorphine. American Journal on Addictions, 16, 365–371. 
Krull, I., Lundgren, L., Zerden, L. (2011). Attitudes toward evidence-based 
pharmacological treatments among community-based addiction treatment 
programs targeting vulnerable population groups.  Journal of Addictive Diseases, 
30(4), 323–333.  
Lamb, S. J., Greenlick, M. R., & McCarty, D. (1998). Bridging the gap between practice 
and research: Forging partnerships with community-based drug and alcohol 
treatment.  Washington, D.C.: National Academies Press.  
Lehman, W.E., Greener, J.M., & Simpson, D.D. (2002).  Assessing organizational 
readiness for change Journal of Substance Abuse Treatment, 22, 197–209.  
Lehman, W., Simpson, D., Knight, D., & Flynn, P. (2011). Integration of treatment 
innovation planning and implementation: Strategic process models and 
organizational challenges. Psychology of Addictive Behaviors, 25(2), 252.  
Leshner, A. I. (1997). Addiction is a brain disease, and it matters. Science, 278(5335), 45.  
Leshner, A. I. (1999). Science-based views of drug addiction and its treatment. JAMA: 
The Journal of the American Medical Association, 282(14), 1314.  
		
	
115 
Ling, W., Amass, L., Shoptaw, S., Annon, J. J., Hillhouse, M., Babcock, D.,.. 
Buprenorphine Study Protocol Group. (2005). A multi-center randomized trial of 
buprenorphine-naltrexone versus clonidine for opioid detoxification: Findings 
from the National Institute on Drug Abuse Clinical Trials Network. Addiction, 
100, 1090–1100. 
Lundgren, L., Amodeo, M., Cohen, A., Chassler, D., & Horowitz, A. (2011). 
Modifications of evidence-based practices in community-based addiction 
treatment organizations:  A qualitative research study. Addictive Behaviors, 36(6), 
630–635. 
Lundgren, L., Chassler, D., Amodeo, M., D’Ippolito, M., Sullivan, L. (2012). Barriers to 
implementation of evidence-based addiction treatment: A national study. Journal 
of Substance Abuse Treatment, 42, 231–238. 
Lundgren, L., Krull, I., Zerden, L., & McCarty, D. (2011). Community-based addiction 
treatment staff attitudes about the usefulness of science-based addiction treatment 
and CBO organizational linkages to research institutions. Evaluation and 
Program Planning, 34(4), 356–365. 
Madsen, S., Miller, D., John, C. (2005). Readiness for organizational change: Do 
organizational commitment and social relationships in the workplace make a 
difference? Human Resource Development Quarterly, 16(2), 213–234. 
Mark, T. L., Levit, K. R., Vandivort-Warren, R., Coffey, R. M., Buck, J. A., & SAMHSA 
Spending Estimates Team. (2007). Trends in spending for substance abuse 
treatment, 1986–2003. Health Affairs, 26, 1118–1128.  
		
	
116 
Marmor, T., Mashaw, J., & Harvey, P. (1990). America’s misunderstood welfare state. 
New York City, NY: Basic Books.  
Martino, S., Brigham, G. S., Higgins, C., Gallon, S., Freese, T. E., Albright, L. M., et al. 
(2010). Partnerships and pathways of dissemination: The national institute on 
drug abuse–substance abuse and mental health services administration blending 
initiative in the clinical trials network. Journal of Substance Abuse Treatment, 38, 
S31–S43.  
Maslach C., Schaufeli W. B., Leiter, M. P. (2001). Job burnout. Annual Review of 
Psychology, 52, 397–422. 
Mazmanian, D. & Sabatier, P. (1981). Effective policy implementation. New York: Scott 
Forsman Publishers. 
McCarty, D., Fuller, B. E., Arfken, C., Miller, M., Nunes, E. V., & Edmundson, E. 
(2007). Direct care workers in the National Drug Abuse Treatment Clinical Trials 
Network: Characteristics, opinions, and beliefs. Psychiatric Services, 58, 181–
190. 
McCarty, D., McConnell, K. J., & Schmidt, L. A. (2010). Priorities for policy research 
on treatments for alcohol and drug use disorders. Journal of Substance Abuse 
Treatment, 39(2), 87–95. doi:10.1016/j.jsat.2010.05.003  
McHugo, G. J., Drake, R. E., Whitley, R., Bond, G. R., Finnerty, M. T. (2007).  Fidelity 
outcomes in the National Implementation of Evidence-based Practices Project.  
Psychiatric Services, 58(10), 1279–1284. 
 
		
	
117 
McLellan, A. T., Carise, D., & Kleber, H. D. (2003). Can the national addiction 
treatment infrastructure support the public’s demand for quality care.  Journal of 
Substance Abuse Treatment, 25(2), 117–121.  
McLellan, A. T., Lewis, D. C., O'Brien, C. P., & Kleber, H. D. (2000). Drug 
dependence, a chronic medical illness. JAMA: The Journal of the American 
Medical Association, 284(13), 1689.  
Mead, L. M. (1998). Telling the poor what to do. Public Interest, 132, 97–112.  
Miller, W. R., Sorensen, J. L., Selzer, J. A., & Brigham, G. S. (2006). Disseminating 
evidence-based practices in substance abuse treatment: A review with 
suggestions. Journal of Substance Abuse Treatment, 31, 25–39.  
Mueser, K. T., Torrey, W. C., Lynde, D., Singer, P., & Drake, R. E. (2003). 
Implementing evidence-based practices for people with severe mental illness. 
Behavior Modification, 27(3), 387–411. 
National Institute on Drug Abuse. Blue Ribbon Task Force on NIDA Health Services 
Research. Bethesda, MD: U.S. Department of Health and Human Services, 
National Institutes of  Health, 2004. 
National Institute on Drug Abuse (NIDA). (2011). NIDA blending initiative. Retrieved 
February 20, 2011, from http://www.nida.nih.gov.ezproxy.bu.edu/blending/  
National Institute on Drug Abuse (NIDA). (2006). Principles of drug abuse treatment 
for criminal justice populations – A research-based guide. No. 06-5316). NIDA. 
Retrieved from http://www.nida.nih.gov/podat_cj/  
 
		
	
118 
National Institute on Drug Abuse (NIDA). (July, 2006). Treatment for drug abusers in 
the criminal justice system. NIDA Info Facts, April 1, 2011. Retrieved from 
http://www.nida.nih.gov/PDF/InfoFacts/CJTreatment06.pdf  
Nelson, T. D., Steele, R. G., & Mize, J. A. (2006). Practitioner attitudes toward 
evidence-based practice: Themes and challenges.  Administrative Policy in 
Mental Health & Mental Health Services Research, 33, 398–409.   
Peirce, J.M., Petry, N.M., Stitzer, M.L., Blaine, J., Kellogg, S., Satterfield, F., Schwartz, 
M., Krasnansky, J., Pencer, E., Silva-Vazquez, L., Kirby, K.C., Royer-
Malvestuto, C., Roll, J.M., Cohen, A., Copersino, M.L., Kolodner, K., & Li, R. 
(2006). Effects of lower-cost incentives on stimulant abstinence in methadone 
maintenance treatment: a National Drug Abuse Treatment Clinical Trials Network 
study. Archives of General Psychiatry, 63(2), 201–208. 
Petry, N.M., Peirce, J.M., Stitzer, M.L., Blaine, J., Roll, J.M., Cohen, A., Obert, J., 
Killeen, T., Saladin, M.E., Cowell, M., Kirby, K.C., Sterling, R., Royer-
Malvestuto, C., Hamilton, J., Booth, R.E., Macdonald, M., Liebert, M., Rader, L., 
Burns, R., DiMaria, J., Copersino, M., Stabile, P.Q., Kolodner, K., & Li, R. 
(2005). Effect of prize-based incentives on outcomes in stimulant abusers in 
outpatient psychosocial treatment programs: a national drug abuse treatment 
clinical trials network study.  Archives of General Psychiatry, 62(10), 1148–1156. 
Pinto, R. M., Yu, G., Spector, A. Y., Gorroochurn, P., & McCarty, D. (2010). Substance 
abuse treatment providers’ involvement in research is associated with willingness 
		
	
119 
to use findings in practice. Journal of Substance Abuse Treatment, 39(2), 188–
194.  
Proctor, E., & Rosen, A. (2008). From knowledge production to implementation: 
Research challenges and imperatives. Research on Social Work Practice. 4, 285–
291. 
Rieckmann, T., Daley, M., Fuller, B. E., Thomas, C. P., and McCarty, D. (2007). Client 
and counselor attitudes toward the use of medications for treatment of opioid 
dependence. Journal of Substance Abuse Treatment, 32, 207–215.  
Rieckmann, T. R., Kovas, A. E., Fussell, H. E., & Stettler, N. M. (2009). Implementation 
of evidence-based practices for treatment of alcohol and drug disorders: The role 
of the state authority. Journal of Behavioral Health Services & Research, 36(4), 
407–419. doi:10.1007/s11414-008-9122-6  
Rogers, E. M. (2002). Diffusion of preventive innovations. Addictive Behaviors, 27(6), 
989–993. doi:10.1016/S0306-4603(02)00300-3  
Roman, P. M., Ducharme, L. J., & Knudsen, H. K. (2006). Patterns of organization and 
management in private and public substance abuse treatment programs.  Journal 
of Substance Abuse Treatment, 31, 235–243. 
Roman, P. M., & Johnson, J. A. (2002). Adoption and implementation of new 
technologies in substance abuse treatment. Journal of Substance Abuse 
Treatment, 22(4), 211–218.  
		
	
120 
Rowan-Szal, G. A., Greener, J. M., Joe, G. W., & Simpson, D. D. (2007). Assessing 
program needs and planning change. Journal of Substance Abuse Treatment, 
33(2), 121–129. 
Saldana, L., Chapman, J., Henggeler, S., Rowland, M. (2007). The Organizational 
Readiness for Change scale in adolescent programs: Criterion validity. Journal of 
Substance Abuse Treatment, 33(2), 159–69.  
Schneider, A., & Ingram, H. (1993). Social construction of target populations: 
Implications for politics and policy. American Political Science Review, 87(2), 
334–347.  
Simon, C. (2007).  Public policy: Preferences and outcomes.  New York: Longman 
Publishing. 
Simpson, D. (2002). A conceptual framework for transferring research to practice. 
Journal of Substance Abuse Treatment, 22(4), 171–182. doi:10.1016/S0740-
5472(02)00231-3  
Simpson, D., & Brown, B. (Eds.).  (2002).  Special Issue:  Transferring research to 
practice.  Journal of Substance Abuse Treatment, 22(4). 
Simpson, D., & Flynn, P. (2007). Moving innovations into treatment:  A stage-based 
approach to program change. Journal of Substance Abuse Treatment, 33(2), 111–
120.  
Simpson, D. D., Joe, G. W., & Rowan-Szal, G. A. (2007). Linking the elements of 
change: Program and client responses to innovation. Journal of Substance Abuse 
Treatment, 33(2), 201–209.  
		
	
121 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2012). 
Addiction technology transfer centers. Retrieved January 1, 2013 from:  
http://www.samhsa.gov/grants/2012/ti_12_008.aspx. 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2003). 
Adopt/expand effective adolescent alcohol and drug treatment. Retrieved January 
1, 2013 from:  http://www.samhsa.gov/grants/content/2003/ti03007_eat.htm. 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2005). 
Family and Juvenile Treatment Drug Courts. Retrieved January 1, 2013 from:  
www.samhsa.gov/Grants/2005/nofa/ti05005svc_drugcourts.doc. 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2007). 
National Survey of Substance Abuse Treatment Services (N-SSATS): 2006 Data 
on substance abuse treatment facilities, DASIS Series S-39. Rockville, MD: U.S. 
Department of Health and Human Services, Substance Abuse and Mental Health 
Services Administration. DHHS Publication SMA 07-4296. 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2002). Report 
to congress on the prevention and treatment of co-occurring substance abuse 
disorders and mental disorders. Rockville, MD: Substance Abuse and Mental 
Health Services Administration, Office of Applied Studies.  
Substance Abuse and Mental Health Services Administration (SAMHSA). (2011).  
Services grant program for residential treatment for pregnant and postpartum 
women. Retrieved January 1, 2013 from: 
http://www.samhsa.gov/grants/2011/ti_11_009.aspx. 
		
	
122 
Tannenbaum, S. I., Mathieu, J. E., Salas, E., Cannon-Bowers, J. A., (1991). Meeting 
trainees' expectations: The influence of training fulfillment on the development of 
commitment, self-efficacy, and motivation. Journal of Applied Psychology, 76(6), 
759–769. 
TCU (Texas Christian University) ORC (Organizational Readiness for Change) Staff and 
Directors versions.  Retrieved on February 7, 2008 from  
 http://www.ibr.tcu.edu/pubs/datacoll/Forms/orc-s.pdf 
 http://www.ibr.tcu.edu/pubs/datacoll/Forms/orc-d.pdf 
Thompson, F. (1984). In Policy implementation. Edited by George Edwards III. 
Greenwich, CT: JAI Press. 
Torrey, W. C., Lynde, D. W., & Gorman, P. (2005). Promoting the implementation of 
practices that are supported by research: The National Implementing Evidence-
Based Practice Project. Child and Adolescent Psychiatric Clinics of North 
America, 14, 297–306. 
Tsui, A., Gutek, B. (1984). A role set analysis of gender differences in performance, 
affective relationships, and career success of industrial middle managers. 
Academy of Management Journal, 27(3), 619–635. 
Wallace, B. (1989). Psychological and environmental determinants of relapse in crack 
cocaine smokers. Journal of Substance Abuse Treatment, 6(2), 95–106. 
Wells, R., Lemak, C., Alexander, J., Nahra, T., Ye, Y., & Campbell, C. (2006). Do 
licensing and accreditation matter in outpatient substance abuse treatment 
programs?  Journal of Substance Abuse Treatment, 33, 43–50. 
		
	
123 
Young, D., Farrell, J., Henderson, C., & Taxman, F. (2009). Filling service gaps: 
Providing intensive treatment service for offenders. Drug and Alcohol 
Dependence, 103(Suppl. 1), S33–41. 
		
	
124 
Curriculum Vitae 
Ivy Krull 
Boston University School of Social Work 
264 Bay State Road 
Boston, MA 02215 
ikrull@bu.edu 
857-205-7873 
Education 
Ph.D.   2013  Boston University Interdisciplinary Ph.D. Program in Social 
Work and Sociology, Boston, MA 
M.P.H. 2008 Boston University School of Public Health, Boston, MA 
M.S.W. 2005 Boston University School of Social Work, Boston, MA 
A.L.B. 1995 Harvard University, Cambridge, MA 
Appointments 
Center for Addictions Research and Services, 2009 – Present  
Boston University School of Social Work   
 
Implement federally-funded evaluation projects, including: writing reports; developing 
and implementing data collection and data management protocols; developing databases 
and conducting data analyses including bivariate and multivariate analyses (chi-square, 
ANOVA, linear regression, logistic regression, cluster analyses) Disseminate research 
through conferences and publications.  Write and manage grant application processes 
including Federal applications (NIH, NIAAA, SAMHSA and HRSA).  
 
Serve as Director of Evaluation on the following project: 
 
Health Resources and Services Administration-funded (HRSA) (PI Dr. Lena 
Lundgren):  “In the Community Mental Health Training for Social Workers” 
(2012 – 2015).  
 
Served as Data Analyst on the following projects: 
 
Robert Wood Johnson Foundation funded (PI Dr. Lena Lundgren):  “Factors 
Associated With Adopting Evidence-Based Substance Abuse Treatment 
Practices in Community Organizations Funded through Federal Program Efforts: 
A National Study” (2008 – 2012). 
 
SAMHSA/CSAP funded (PI Dr. Lena Lundgren):  “LaVoz Homeless Treatment 
Project: Focusing on HIV/AIDS, Housing and Substance Abuse Treatment for 
Homeless Latino Substance Abusers.” (2008 – 2013); “Outcome Evaluation of 
Tu Bienestar – HIV Prevention and Mental Health Services to Latino Substance 
		
	
125 
Users” (2008 – 2013); “La Voz: HIV Mobile Prevention and Clinical Care for 
Latino Injection Drug Users” (2006 – 2011). 
 
Served as Editorial Assistant for: 
Evaluation and Program Planning (2011) special issue on addiction treatment 
programs: http://www.sciencedirect.com/science/journal/01497189/34.  
 
Adjunct Faculty 
Boston University 
School of Social 
Work 
Teach Masters-level students (School of Social Work) the social welfare 
policy series of classes, including creation of policy task-force initiatives.  
Focus on conception, scope and history of social welfare in the United 
States, social justice frameworks, theory and implementation of policy. 
Emmanuel 
College 
Sociology 
Department 
Teach undergraduate-level students the introduction to sociology semester 
course with a focus on health and wellness in American culture.  Also teach 
an introduction to Social Work course. 
Merrimack 
College 
Sociology 
Department 
Teach undergraduate-level Statistical Analysis course, focusing on 
quantitative analysis (bivariate and multivariable analysis) in the social 
sciences. 
 
Honors and Awards 
 
2012 Boston University Dissertation Award recipient 
2005 Recipient of the Sarah Lange Award for Social Justice, Boston University 
1995 Teacher of the Month, New England Center for Autism, Framingham, MA 
1995 Recipient, Federal Autism Educator Education Grant (1 year program), 
Northeastern University, Boston, MA 
 
Publications  
Refereed Journal Articles  
 
Krull, I., Lundgren, L., Zerden, L. (2011). Attitudes toward evidence-based 
pharmacological treatments among community-based addiction treatment programs 
targeting vulnerable population groups.  Journal of Addictive Diseases, 30:4, 323 – 
333. PMID: 22026524. 
 
Lundgren, L., Krull, I., Zerden, L., & McCarty, D. (2011). Community-based addiction 
treatment staff attitudes about the usefulness of science-based addiction treatment and 
CBO organizational linkages to research institutions. Evaluation and Program 
Planning, 34(4), 356–365. PMID: 21396714. 
		
	
126 
Lundgren, L., Amodeo, M., Krull, I., Chassler, D., Weidenfeld, R., de Saxe Zerden, L., . . 
Beltrame, C. (2011). Addiction treatment provider attitudes on staff capacity and 
evidence-based clinical training: Results from a national study. The American 
Journal on Addictions, 20(3), 271–284. doi:10.1111/j.1521-0391.2011.00127.x 
PMID: 21477056. 
 
Works in Progress 
Articles 
 
Krull, I., Lundgren, L., Beltrame, C. (Under revision).  Association between addiction 
treatment staff professional and educational levels and perceptions of 
organizational climate and resources.  Substance Abuse. 
 
Lundgren, L., Amodeo, M., Chassler, D., Krull, I., Sullivan, L. (Under revision). 
Organizational readiness for change in community-based addiction treatment 
programs and adherence in implementing evidence-based practices: A national 
study.  Journal of Substance Abuse Treatment. 
 
Krull, I., Lundgren, L., Zerden, L. (2012).  Characteristics of low-resource and high-
resource community-based substance abuse treatment organizations and their 
ratings of organizational capacity.  Unpublished manuscript. 
 
Selected Presentations 
Juried Papers 
 
Krull, I., Lundgren, L., Beltrame, C. (Upcoming 2013). Addiction treatment staff 
professional and educational experiences and perceptions of organizational 
capacity.  Oral presentation. Society for Social Work and Research. San Diego, 
CA. 
 
Krull, I., Lundgren, L., Beltrame, C. (2012). Addiction treatment staff professional and 
educational experiences and perceptions of organizational capacity.  Oral 
presentation. Addiction Health Services Research. New York City, New York. 
 
Lundgren, L., Amodeo, M., Chassler, D., Krull, I., Sullivan, L. (2012). Staff 
modifications of evidence-based practices and role of organizational readiness for 
change in addiction treatment organizations: A national study.  Oral presentation.  
Addiction Health Services Research, New York City, New York. 
 
Lundgren, L., Chassler, D., Amodeo, M., D’Ippolito, M., Sullivan, L. Krull, I. (2012). 
Barriers to implementation of evidence-based addiction treatment: A national 
study. Oral presentation.  Joint World Conference on Social Work and Social 
Development.  Stockholm, Sweden. 
		
	
127 
Krull, I., Lundgren, L., Zerden, L. (2011). Attitudes toward evidence-based 
pharmacological treatments among community-based addiction treatment 
programs targeting vulnerable population groups.  Oral presentation.  Addiction 
Health Services Research National Conference, Fairfax, VA. 
 
Amodeo, M., Lundgren, L., Beltrame, C., Chassler, D., Cohen, A., D'Ippolito, M. & 
Krull, I. (2011). Addiction treatment staff reports on facilitating factors in 
implementing evidence-based practices: Positive elements in the implementation 
process.  Oral presentation.  Addiction Health Services Research National 
Conference, Fairfax, VA. 
 
Lundgren, L., Amodeo, M. Chassler, D. Cohen, A., Krull, I. (2010). Attitudes toward 
evidence-based behavioral and pharmacological treatments among community-
based addiction treatment programs targeting vulnerable patient groups. Paper 
presented at the Addictions Conference, Arlington, VA. 
 
Lundgren, L., Amodeo, M., Krull, I., Chassler, D., Weidenfeld, R., Zerden, L.D., Gowler, 
R., Lederer, J., Cohen, A., Beltrame, C. (2010).  Addiction treatment provider 
attitudes on staff capacity and evidence-based clinical training: Results from a 
national study. Paper presented at the Addictions Conference, Arlington, VA. 
 
Lundgren, L., Amodeo, M., Cohen, A., Chassler, D., Horowitz, A., Krull, I. (2010).  
Modifications of evidence based practices in community-based addiction 
treatment organizations: A qualitative research study.  Paper presented at the 
Addictions Conference, Arlington, VA.  
 
Year of Birth:  1973 
